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I. ORGANIZATION ) ) ' ' 

INTRODUCTION 

The 'Language, Hearing and Speech Clinic of California State 
University, Fresno, has served the city and its environs foe a number 
of years. It operates 'with the prime goal of provjding clinical 
practi cum experience for the many unflergraduate and graduate students 
in^f^e Deipaftment of Communicativ^e^Disorders. Prior to the 
impTementatioa of this project;, two serious needs <^l>ecame apparent! 
First;, the numbers of minority students majoring in Communicative 

Disord^s were depressi-igly small. Additibnr.lly, education and ' . 

' '** 

tracing for the effective delivery of services to the urban and rural 

,t //wire / ' \ o . 

poor in the area .wae virtually nT^n-exi stent. These problems were not ' 

unique to C5llF. At ^recent national conference on rninority recruitment 

and' retention sponsored by the American Speech and Heafring Association, ^ 

it j^as repeatedly stated that speech pathology and audiology {Communicative 

•Disordefs) departments throughout the country harf a lower percentage of 

""niinori ty^ students than the mirtority population on Qampus. On those few 

campuses where an active recruitment progjf'am was undertaken,, the numbers 

were increased. 

!n the Fresno area 25% of the population is Spanish-surnamed and 
10% is Black. 'The number of woj'king speech and hearing professionals in 
the area who are Mexican-American/Chicano or-Black is minimal. The 
geed for minority professionals is great. Large numbers of pre-schoolers 
are monolingual in Spanish.. Some may have delays in language development. 
If tijey are delayed,- the problem can be identified and remediated most 
effectively by a speech pathologist who is fluent^n the child's first 
language.. Older patients presenting aphasia, dysarthria, 

. 7 



* post-1 aryngectom^r and other voice disorders, hearing loss,'^etc. .are 
'often monolingual in Spanish and therapy must be given in that ]dnguag,e 
to insure consistent reinforcement at home. ^-CommuniC'ation with ^patients 



and their families would be facilitated by cultural a'nd linguistic ties 
between the pathologist and his/her clients.. ^ ^ ' 

Positions for speech pathologists are avd'^lable in many^arts of 
the state and certainly Tn^resno and th^ surrounding counties. Each 
fall there are positions in some of the smaller cities and ^town$ tha£ 
remain unfilled. vH||w opportunities are openirfg in hospitals, extended ' 
care facilities and corfmunity clinics to provide he]p^for^chi Idren and 
adults, with communicative disorders. The demand, for cUnicians- in 
private' practice far exceeds the -local supply;! In summary, there ^is a 
'nl2ed ,{«^ qualified speech patholo^ts, e^pedally thos'e 'whose et+inic 
identification .reflects the representation in the population of Fresno 
and the San Jpaquin Valley. ^ * ' • 

« The commenciement figures foV^'June 1973 ifidicate that 75 students 
received a'B,A. degree in Communicative Disorders at^^CaTiforma State 
University, Fresno' and 23 receiv^ an M.A. Of ttioie, due' is Black and r 
more than two are Spanish-speaking.- %e need for recruiti ng and 
retaining minority group members in the academic major and preparing 
them for professional careers is apparent'. 

In' response to this need, a pilot projec-t.was funrfed by the 
California Regional Medi.ca1 Programs in November of 1972\ fhe- project 
^ provided student pay rates for two undergraduate minority trainiees who 
were instructed in the basits of "the professiQn'andhassisted in the 
delivery of services to two satellite clinics in a poveVty ^area. The 
efforts were. met with success. The trainees switched t^ir academic. 



majors to, Communicative Disorders, and the professionals and patients 
involved in the project offe ed fencouragement and support. The pilot 
^proj€(Kt pointed up the ne^d for an expanded yei'sion so that more 
bilitigual/bicultural trainees would have the opportunity to learn about 
Communicative Disorders. 

On, November 1 , 1973, one year after the RMP pilot venlure was 
initiated, the San Joaquin Valley Area Health Education Center (UCLA) 
awarded a grant to CSUF to develop a fnethodology 'for training speech ^ 
and. hearing personnel in delivery of services to the urban and rural 
•poor. The one-year grant provided for a Project Director, a full-time 
Clinical Supervisor to instruct and supervise in an increased number 
of satellites, funds for 8 minority trainees, and a number of other jtems 
to enhance the training program. 

Among the objectives' outl ined in the Master Plan for/.'AHEC/ 

4 * 

Communicative Disorders project were these: 

To develop a methodology for the education and training 
of bilingual/bicultural trainees for the effective delivery 
of speech and hearing diagnosis^d therapy to the, urban and 
rural poor. 

TO implement this methodology through del i very of speech 
^ and hearing diagnoses and therapy to the under-served population 
^ \ in the comnunity. 

To provide incentives for an increased number of minority 
students entering the Communicative Disorders curriculum with 
. ^ the long-range goal of becoming speech and hearing professionals. 

. ^ IMPLEMENTATION OF PROJECT 

Selection of Satellites : > 

One of the earliest tasks in getting the project , underway was 
the sele^ction of satellites in locations where services were not readily 
ava,ilab]e. Two satellites had been served on a limited basis during the 
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year of the RMP-pilot project. The '^'irst of these was Johfi Hale 
« it. 

Medical' Center, a private physicians building which had become a 
neighborhood health center in West Fresrfo. The physicians and * 
heiilth'-reldted professionals working in the center were mostly Black; - 
the patients were Black and Chicano^and most were welfare recipierits. 
The physician that directed the center* gave his. total support to the 
project and contributed the use of a suite of- offices for diagnosis 
and therapy. The caseload at Hale Medical Center was moslTy pre-schobl 
*and school-age. children with a variety of cormiunicati ve disorders. The 
secdnd satellite which benefitted from expanded (Services following the 
beginning of this project was Fresno Westv,iew' Convalescent Hospital. 



-patient and included 



At this facility, ttie caseload was completely in' 
aphasics, cJysarthrics and adult retardates. 

^ Three new satellites were selected, for service. First^> a. rural 

I ■ ' ' 

centerxwas' established at the Sanger Scout Housie. The clients were 
primarily pre-school children from many small towns encircling Fresno 
and they were ,fliil most aTl either Spanish monolingual or bilingual. 
Hinton Community Center in west Fresno boasts' a large hot lUnch 
program for senior citizens and was thought to be a good site for 
serving this population. Both senior citizens and neigtUDorhood 
children were able to benefit from the services offered at this^fourtl/ 

satellite. The fifth satellite and the one which provided'the Jargest 

. • ^* 

number of full diagnostic evaluations-for J;l»e project personneT jwas 
Valley MedicBl. Center. VMC is a large urban county hospital which serves 



significant number^ of poor people in anr extensi/Ve geogj^aphic areaM*n the 
valley. This was theSone* satellite at which thL caseload was both 
in-patient and out-patient. The in-patients were* primarily adults who 
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were .post-surgical or wh^ had sustained brain injuries fbl lowing 'stroke, 

•traumatic accident, or drug overdose. The out-patients w^re adults^and 

children with a variety of coijinunicari ve-disord?rs including voclil' 

patholog>es,v dys^rttir fa, language delays and auti^rm. ' * 

At all of the satellites'there was frequent contact with the s 

administrators of the facilities and jwith cooperating heajth 

professionals. I-n-service workshops yere^gfven ht VMC. lectures to X 

large groups of sepipr citizens were g.iven in Sanger and at Hinton. 

(* 

.Conferenqes and staff ings' with physicians nurses, occupational • 

, \ 

therapists and social work^'rs were often held. , 
Selection o f Graduate Clinicians: 

Graduate students, in Communicative Disorders who had had at 
least one prevjous semester of cVinical practicum and who expresse<i a 
desire to work in the community were selected for the project. The 
Department of *Commuiiic^ti ve Disorders cooperated fully in this opporttinity 
for well -supervised off-campos' practicum fpr its advanced students. ^The 
types of settings at the satellites, the variety of disorders, and the 
ethnix: mix presented by the project %ovided valuable experience for the 
student clinicians. -la^addition, their interaction with the trainees 
and the supervisor at the *sate^ li tes allowed tfiem to operate in a team 
setting that was quite different, from the clinical experiences encQuntered 
on campus.: 

Selection of Trainees : 

The eighl minority trarnees were selected from' the general 
undergraduate student body. Th? Educatiofi Opportunity Program office 
pr\ided 5 list of minority students who were-undecided abput a major 



field of study imJ who could work a maximum of ten hours per week for 

standard students rates. The prospective trainees had to be'free either 

two mornings or two afternoons eacji week at the satellites Jji a'd.ciiti on 

to being free from 12-2 on Fridays for the instructional sessions*. ^ 

♦ 

• Jhe qualifications for trainees were: that they be at least second 
semester freshmin and not yet juniors;* that they be interested in the 

r 

field of speech, and hearing; that they have eithpr a bilingual and/or 
a bi cultural background'; that they have a reasonable grade point _ 
average (C); and thd1;iifn4y be able to devote at least 10 hours per week 
to the program. . . < ^ $ , . 

■ ^ ■ \ 

^ When the final selection was made, there were two malefc and 
two female native Spanish speakers from^yEhe Mexican-American/Cf)iicano 
segment of the population, and-t+iree Blac1< females and one Bl&ck male 
student. All traineei> attended the weekly ins-tructional sessiofis at 
which material related to speech and hearing was presented, clinical * 
cases were staffed and questions were answered. The trainees were 
also afssigned to work with cli/ficians at the satellites on a regular 
basis. ^ ^ . • . - 

Although all ei.ght trainees-.participated during the spring 

• ^ r 

semester, only two were able to work on a regular basis during summer 
session. Most of the*others left the Fresho area for more luc:K;ative 
summer emj^^oyment so that they could return to school in the fal^l with 
fewer financial problems. ^ > - 
Publicizij^g the Project : \' ^ 

Three major means. of public relations were employed in order , to 
notify/the public of the expanded satellite services. First, letters 
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were written to the admini5trat'0r| of heal tli> and welfare agencies, 
•minority church' groups a'^' commi/nity centers. The. letters were 
accomp'dnded by an inforniatjifn shget sujtable for posting. Letters were 

'also sent to over 100 house stftff physlciar^ at Valley Medibal Center. 
A'second means of publ icizing the project was the posting of 
large sighs ;in,|)0th^fp^'- Spanish at all of the -satellites and 

**.*in several othj^r co y i,enters; /!■ • * . , ' 

- j^hird;''a {fi>edta release was ^developefl^an^ slibmitted to the campus 
jCoriTTiunijty^Rel actions Office."^ 'Subsequent this, the Fresno Bee , the 

, Cloyis ^dependenl ', the Reedley, Exponent s the California Advocate , 
Gnapevine , an d^ CSiJ. Fresno published the release in whole or in^art. 
0p6 of t^e^ti^aine^es,' wrote an ar^iglexfor the EQP New s which described the 

^-feroject.' The Califarnia Advocate , minority press of the San Joaqu 

\ ^ ' s '* ^ " : ^ C ' ^ * 

l^yalley, accompa/iied the article with pictures of the staff and clients 

and repeated the cl ipica^* schedule in ^at«r issues. 

. I The satellite 'sched^iles were announced to fleadstart and preschool 

prersbr^el and .to the speech and hearing -departments of the city^nd 

"tounty school systems. Phorne calls* and .^^'i sits to hospitals, nursing 
homes,. social Wbrkers and. physiciafns in the county were atso attempted^ 
to puBlioize^ the service. _ • ' . . * .-s 

^ ^--The project concept was, described to coll^^gues iri speech and, 

X hearing' and in other clinical disciplines at conferences'^ sponsored by 
the ^^rican Spe^ch^^nd Heari"ng"'Association, the California Speech and 
Hearing Association/ and the California S £e University and Colleges 

Xouncil on' CliniclL PeVsonnel . * • 



PRE-SCHOOL SCREENINGS 

Although most public schools in the San Joaquin Valley have 

access to the services of speech pathologists, the pre-school population 

r^^mains underserved. Pre-schoolers are often enrolled in Head^tart or 

City Pre-school classes. If . thesis arelocatfedat a public school, the 

school speech pathologist majj be able to serv^^^e of the children with 

communicative di^^der$-. Generally, however^ tjie school clinicians 

have enormous caseloads and are unable, to accommodate children below 

first grade, level. Ot|ier pre-schop>ers Sre in private nursery schools, 

day care centers or a.t home. ^Jlieir evaluation and possible remediation 

,must be initiated by the parent who often lack^ transportation or 

information about resources. ^ " ' ^ * ^ ' 

In an effort to prOyiSe the trainees and clinicians jwtth an 

understanding of normal speech and language development, and with 
of . ♦ ^ \ - ^ - 

secondary goals^.sharplening clinical skiWs in screenings procedures and 

VR serving the pre-school population, the AHEC/Communicative Disorders- 
project personnel agreed' to screen over 1,000 pre-schoolers in-poverty 
areas in the cownty. ln-s.ervfce workshops and small grojp conferences 
with administrators, teachers' and nurses connected with the county 
Headstart program and with, the city Early Childhood Education Department 
attenv5^e<l^to desd^e normal acquisiti^Jof language and to clarify the 
screening* and referral procedures. (Appendix A) 

Screef\ings wire^ done by a team consisting of a supervisor, 

s' " C / - ^ / 

graduate stude^ clinician^ and bili-hgual/bi cultural trainees. The 

/ ' r 

pre-school. administrators notified the classroom teacher of the 
scheduled visit and the teacher was asked to have name tags ready for^the 
children'. A 9ofner of the classroom was selected, the tape recorder was 



plugged in, and the teacher was asked to send over two children at a 
time. The children were shown a series of. pictures' and. wer^ asked to 
describe what was happening in .the pictures. Most children responded 
elaborately; some needed prompting and/or modeling. Because no 
constraints were imposed through formaV test procedures ov*' through 
insistence on Standard English, the children could respond in, their 
Virst language, the one in which they could communicate most effectively. 
A number of four and five word sentences, of adequate coi^plexity and , ^ 
variety were generated by the. children and provided enough of a 
spontaneous language samp^ so that many aspects of communcation could ' ^' 
be assessed. When reportedly monolingual Spanish children did not offer 
-a verbal response to either the English-speaking clinician or the bilingual 
trainee, additional informal means were employed. TTie trainee* would 
take a short walk with the child in an attempt to elfcit conversation. 
If that did not work, the Mexican-American Inventory of Receptive 
Abilit . (MIRA), a regionally developed vocabulary comprehension test 
was utilized. ' 

A 5 X 7 card was kept for ,each child and it contained the name, 
the school, !rte date of screening and all language responses. The 
responses were also tape-recorded for possible future comparison. The 
trainees and cliniriaiiS had been trained in recording verbalizations and 
took turns eliciting verbalization and noting responses.^ All pertinent 
behavior was also noted on the card. . . voice problems, suspected 
hearing loss, apparent tongue thrust, developmental errors, dysfluencies , 
language dominance, teacher comments and recommendations. The teacher 
was consulted during and after the screening, was asked for input, and . 
was given Immediate feedback on the findings. Written reports were 



sent to the adoiinistrator within a few days after the screenings. Each 
class took no more than 45 minutes to screen. 
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'Trainee el iciting spontaneous language sample from pre-schotfle 

in Headstart program J * 




' 'The results of the screenings indicated tft^t.mpst the 1,000 , 
children had adequate speech and language* 'The^e cniTofen Were^ostly 
poor and were from families receiving public support. Thet frequently • /' • 
stated findings that children like these re "nonverbal" or ^'deficient, 

.^n ' ^ • \ \ 

inilanguage" was 'not confirmed in this 'popylation^- To a typical ^. - l^**^\f\ 
pre-school class of 17 or 18 children, ^wo or -three .r^commertded - ^ 
for evaluation in' greater depth.' Of 'these 'two or three,^ at ^l^e^st.orte* ^-^^ 
usually turned out to have adequate speech. and language. ' '^He/she-^ight 
have been shy or resistent during tfle screening process.) t^omorethan , ^ 

. . 
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one or two children in each class der?onstrated an identifiable problem 
:in ^he diagnostic evaluation that followed. Those that did appeared .to* 
have either a true language delay or deviation, or unintelligil^le speech 
because of multiple articulation errors, or a voice^disorder, or noticeable 
dysfluencies. These problems occurred with approximately the same 

* ' '' i 

frequency. , . 

Wany screening attempts have limited usefulness because of the ^ 

lac^k of follow-up remedial services! The AHEG/Communicati ve Disorders 

-» 

project remained committed to follow through on all children identified , ^ 
•in the pre-^cbool screenings. All were given the opportunity to undergo \ 
full diagnostic evaluation at any i)ne of the five satellites. Those 
children for whom therapy was recoimended were scheduled for twice 
weekly sessions. 'All services were free of charge.; Frequent contact was 
made with, pre-school teachers and administrators concerning individujTl 
cases and general integration of handicapped children into the classroom. 

. CLINICAL COORDINATION ' ; . ^ 

Clinic at the satellites was ^conducted according to the basic 
procedures established for the Language, Hearing and Speech Clinic on 
campus. The graduate- student cl ifric^ans^ were registered for a section 
^ of clinic, thus fulfilling academic requirements for the major and ' 



'of- 
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. "^-^^ning hours' of >prac*ti cum for professional certification. Cases were 
refe^^'re^e^lther directly to the)satel1 i tes or were channeled from the 
c-ampus clini'c to .one of the sites. Tbe refery^als generally came f^-oft. 
physicians, social ^^rkers Aiurses. Often they were* self-refarrals. 
when the existence of the satellites was publicized .in the media* or 
by .wo^'^f mouth. • 
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The I ntake Procedures ; ' ' * . * . 

m * ■ ^— y V' * . 

N * - . * . , / 

All,, individuals requesting hel> were given a clinical information 

'packet.' ft contained a questionnaire form, a release of information form . 

and media perm.ssipn form for signature, (See Appendix*/) The ^ 

questionnaire form was generally filled out by the parent or guardian 

' ' ' 5AM Tor- 

prior, to seeiwg a child. for a die^gnostic evaluation. The form toi^ i 

infprmatio/i on past medical history, developmental .history, speech - . 

development, and gave the parent afv opportunity to express what' \ 

he/she^ felt waV the cause of concern. 

' A counterpart of this form was also^given to adults seen for ' 

diagnostics.. The pertinent information requested was. for medical history, 

a brief statement of t|ie probl em, ;*ar)d .dates and places of pVevioiis speech 



.evaluation and'therapy^ "release forms and |)eniiission to filmjf, tape or 
pholjograph the client for educational purpose^; ' , ^ 

A file*was made for the cl ie^nT^an(!kthe records were kept in the 
campus clinic office urtjJer jthe' control of the CI iWc. Secretary. The^ 
Project Secretary and Clinic Secretary worked closely together on . 

integrating 'the clinical activities at %he satell ites into the university 

" r * . ' > / • • 

program. As >t1ie-,Project Secretary firmed up the clinical therapy 

%chedule, she gave copies of the information to the Clinic Secretary for 

her records. *A11 forms and correspondence utilized theACal ifornia 

State Univers.ity hi t tefheo ^ where the grd^ht personnel maintained offices. 

At Valley- Medical Center,' an additional record7ke.eping system had 

Jto be developed to conforn^ith VMC proicedures. The referring staff 

physician would ^end an order for an evaluation and subsequent ^th6rapy, 

entry had to be made in the clients' medical charts with^both date 

and description of goals and progress. These entries were necessary ^or* 



, both tn-patients and^J^-pat^ents wjth clinic records at the hospital 
The Clinicians' Role : * 

In addition to performing diagnostic evaluation and therapy/ 
1K< ci.f-f 'V-^itbe responsibilities' crf^^ included writing diagnostic 



reports,, leais on plciris, and Vin^ ^jjmmaries foi^clients in therapy. 
- ' (See Appendix^B^v When pMt^fcipai^in^in staffings, the clinicians also 
•^.hared in the resp6nsibi1i^y of pf9Vi4ling i^nTonnation to the trainees ' 
concerning ihVi vidua! *cases*>iid particular dfso^^^rsr. , A-Wi^([ted amount 
• of;^lrent and par^pt counsel ing"S^as\al so done otjder -supervision. 



Diagnoses were generally' perfo>Tied by 
% ■ assuming the responsib^litx-of writingnhe diagnostic report. This 



a team with erne clinician 



.5^ 



/I 



turned in. to tlje supervisor forediting nojatef than one ,. 
week following the Valuation, session After final typing, it was ^' 
^' sen*' to f^fer^ing and>other prq/e»sional agencies with client release 
p4rnris)sion. (See Appendix C) * 
^ * The lesson pla>».for a client em^dlTed in therapy was a detailed 

tw? V Suidelj^e and description of 'Jthe goals of therapy and the activities 
^ necessarj for tt;ie client to attai/f-fchese g0als. In addition to planning 

relevant activities usfng relevant materials, the clin^icians developed 



. :-j home assignments f^r maximuih carry-over. The initial 'summa/y was a 

' * .V ■- • ° ■ r' 

L - .statement of the cf^nt's status at the beginning of- the semester. - It* 
' , was not sent ouVbut was kept for later inc-^usi^n in the f^nal summary. 

' 'v The final summary was the report tbarf^was Completed at the close of the 

'O^- semester. This report, after jndi^t'fng the status of the dlient at the' 

begimitng of the semester', f^ve a deTaile-'- account of tbe therapy' ,v 
, ... , -procedures and progress." 'The final 'summary included recommendations that 

.-. ^- hacT been j^reed upon by the &t«4eH4: and tf»e supervisor concerning the. 

^if^ '-^ .•'".l.r.-f ,,\n 



elient and his particular situation. This report was^ also sent to j 

authorized agencies ttiat were designated by the client^and/or his 

parents, as well as the referring agency, (See Appendix D) * 

Clinicians were evaluated by the supervisor (S^e Appendix E) 
* • ♦ 

and, in turn, assessed the quality 0/ supervision. (See Appendix F>. 

The Trainees' Rp^le ^ ' ' , . ^ ' . - * 

^ Y "l"^^ clij^ical responsibilities of th$ trainees were varied, -^-s^ ^ 

They were called\ipon to act as cultural facilitators between the ' • * • 

cljients and the clinicians where va^^tion in culturaV behafvior^may • y ^ \ 

: chaye preseot^ difficulties. Tfte «il iggpal trainees w €i[a ^ al - i^ ^ - 

^nt^fjrete« /or non-Enq.lish speaking parents of clients^, dbiainW ^' 

language sainples from.monotingual Spanish cl^ildren, atid^eveioped Spanish 7 • J 
' ^> * ' ' ^ - ' ' 

^ r l^n^uage therapy materials. The trainees were encouraged to ask-^ j g 

questions. of each clinician and to make sug^e'stions in inter-persorral . * 

^ * relationships where this y^s applicable. The trainees were often ^ • 

cabled upon to^^jcgcord behaviors noted during diagnostic evaluations ' 

>; and to chart behavior .darinp^therapy. They assis;ted in carry-ov^r - ^ \ 

drills of skills that had been establ ished .in therapy. • } ' . 

- The Referral System : . „ ' . ^ . * 

After a client was evaldat^d, referrals 'could be made to other 

professionals. All voice cases were sent for a laryngological checkup 

( with an accompanying examination form that provides helpful infprmSpCjon 

for the speech pathologist. If a hearing problem iwe suspected, ^tlie ' * 

adult or child wefe evaluated by on^of the^faculty audiologists at 

'J - • ' ' * ^ 

the cafflpus audiological fsuifle. Exchanges of. reports and insights with / * / 

other professionals were ec^raged and, although initiated only by the . 

Project Director or Clinical Supervisor, these>were shared with the ' x 

<d ' ' V , s .20 «• • • 



trainees and clinicians. With the cooperation of a faculty audiologist 
hundreds of children were screened at the pre-schools which could not 
^provide their own testing. Over 100 senior citizens were screened for 
hearing fl^oblems at Hioton Community Center. The results of both 
screehing groups were sent to the administrator of the particular 
pre-school or community center. 

CUNICAL DATA 

The following represents the numbers of individuals seen as part 
of the AHEC/Communicative Disorders project. All 'screenings, diagnostics 
and therapy were done under the direct supervision of the Cliriical 
Supervisor or the Project Director. Trainees. assisted clinicians in 
all types of activities. ^- . 

-Spring semester 1974 Sunmer session 1974 

0 ' 



Pre- school Screeaings 



Oiagnpstic evi^luations 

Hale Mad i cat Center. 

Fresno Wes'^iew ^Convalescent 
»•. HospUafl; ^ 
\' - Sanger Scout House 

Hintcjn C^ommunity C"ent^ 

Vall.ey Medici? Center / 



1054 children at 
37 schools 
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TOTALS-DIAGNOSTICS 



•97 



Clients in'^regulaif therapy 
Hale Medical Center 
Fresno Westview Convalescent . 
' Hospital ^ ' \ 
; Sanger Scout House"* ^, " * 
Hi nttfTKCommunity • Cent^ 
\ Valle>^Medi.cal Centef ' , 

TOTAL^LIENTS.tA THERAPY DURING 



16 
' 9 
26 



13 
6 

3 
t 
9 



3 
4 

6 
2 

8 



12 
5' 

7 

2 

n 



EJTHER" OR BOTH SESSIONS 'SS 



More thtfn'^S of the clients s^en for therapy and ih'agnosts were adults. 



The children were primarily pre-schoolers or hospita]*ip-patients, * The 
diagposys iacluded the following: ' 

Aphasia * . ^ 

Autism * 
Cerebral Palsy . *' ^ ^ 

t 

, ; Cleft Palate " ' - ' 

Delayed Language 

Dysarthria., ' *k 

Hearing Impairment • ^ . 

Laryngectomy 

Mental Retardation 

Multiple Articfilation ProHem 

f Parkinsonism ' 

J/ * . « 

Stuttering ■ • , - ' 

Vocal Nodules , ' 

TEAM STAFFINGS AND INSTRUCTIONAL ME&tA . ^ 

On occasion, during the spring semester and once weekly during 

the summer session, clinical staffings were held. The staffings 

included the student clinicians, the Clinical Supervisor, the Project 

Director, and the trainees. Staffings were held to- discuss various 

pathologies after the trainees had had a chance to observe first-hand, 

to outline goals for a particular client and to discus? the program ^of 

a particular client/ in conjunction wit)t'a special method of therapy. 

Duriro the staffing the student clinician^gavfe^all .the pert^'neht 

information concerning a particular client^ irts agef diagnosis, /semesters 

in therapy, mediating conditions and hfs 'progress to date. The (slinician 

\ . ■ ■ 
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would also state the goals he wished- to ^^each during the semester, 
.and his procedui^es for obtaining these goals, as well as his rationale 
for procedures. The trainee and the student clinician were 'encouraged 
to ask. questions and to make suggestions concern-iig each client. 
Because the Clinical Supervisor was 'present, some procedures and goaVs r 

were modified before therapy,. The staffings gave the student clinicians 

■ '" , • * ' ' 

and the trainees ah opportunity to become familiar with all of the cases 

those that they were personally involved in and those which they could 
obserye occasionally:* ^ ^ f , \ 

Written into the grant was a provision for a media specialist: 
Thi5 media specialfst Went toxthe satellites to ^v.ideotape .screening 
diagnosis and therapy, The student clinicians demonstrated some of tW 
clinical procedures tlra-^^te-wds iitilizitKf at the time of the filming, 
Pm4 following this .demonstration the clinician gave a brief summary of ^ 
the client, the diagnosis^aw^ age, progress made and'goal^^o be 
reached. These videotapes were shown during some of the staffings to 
provide a description of various pathologies andj.n some instances to 
pdint out the amount of progress made by a particulaV clieht and to 
demonstrate various clinical procedures. 

The exchange of information in the staffings plus the observation 

^ > ; ' ♦ 

of clinical videotapes maximized the learning experience for the 

* r . . • . , 

trainees: ^ * , . 
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II. INSTRUCTION 

The following lectures represent the core of the Friday 
instruptional sessions'for trainees. The lectures were given primarily- 
by the Clinical Supervisor who .also/ used videotapes», slides, blackboard 
and informational .handouts to comp^iement the presentation. The 
trainees asked many questions and/, as ttte semester progressed, were . \^ 
able to relate pathologies to patients with whom tliey had. haiS^ experience. 

The content was meant to/ be very biisic and uncomplicated, to'-* . 
take full advantage of the knowledge that the trainees had, acquired in • 
the process of growing up. It was hoped that they could learn the 
material in a relaxed and unpressured manner so as to motivate tneir. 

/ > .1 

interest in the pursuit .of /the m/jor.\ Since the objective of -the project 

was recruitment, it was ^ssumedfthat more detailed coverag^ of t-he - 

material wiaUd be received in the l)asic core course for whi.ch the 

trained would Jfegisten next semester. , >^ 

/ ABOUT SPEECH PATHOLOpY 

The Department of Communicative' Disorders includes three majors: 
/ . , 

Speech Pathology, Alidiology and Education of the Deaf. We are most 

interested in this particular project in recruiting you into the fields 

of Speech Pathology or Audiolagy. Our main focus will be on Speech 

Pathology although we will arrange later in the semeste^^^ for vi^sits to 

Hhe audiDlogy suites and perhaps talks, by audiologist^. Speech"^ 

• . / « 

/ 

Pathology is the profession concerned with problems In communication. . . 

' . ^ " / " \ - 

in speech a^ld language. 

/' ^ • . - 

Let'/s start with old age and work backwards. Many old people 
haye suffered strokes or heart attacks and as a result have lost the 
ability to communicate normally. They may have. trouble understanding 

''IK. \ 24 



what is said to them or they may have trouble finding words. .They are 
. not stupid; they know what things are; butnbecause of the damage'to the 

brain, the ability to find the right words and to put them together in' 
. .the right way has been impaired. For example, ,if you ^h^owed them a 

book, they might say "yes ... I know that . . . yqu read it\ . . it* 

• has printing. . . it, has pages," but they will not remember the simple 

r • ^ , • 

name, "book.."' As a result of this, many become frustrated, and / : 

^ ashamed. As speech pathologists, we help them to improve their' ^ 

'language skills and, at the same^'^build their confidence and hope. ^ 

Other ^senior citizens suffer muscle and nerve diseases that may 

paralyze some parts of their bodies. They have no trouble remembering. 

I words but their pronunciation is sluggish, s+ow and monotone anxl makes' 

; what they say hard to understand. \ Other older people become hard of ' 

hearing or deaf and we help them to preserve the clearness of their 

^ speech and also make sure they learn to read lips. ^ * ^ 

Children dte sometimes born with birth defects. They may be 

mentally retarded: We work with the family and the educational' \ 

. . . . ' " V " \ • 

institution to help them devejop language skiri>^ .to their fullest 

potential, so that they can take care of themselves and not become^—-- 

institutional cases. Some chi Idrert^l^ave cerebral palsy and need help 

with improving their musdular coordination for spefedh, much like the ' 

old people with paralysis. Scyme children are born with cleft palate 

ahd require both surgery'and speech therapy toj have speech tKat is 

, umJerstandi^le. Some children are deaf w.hard of h^^ring.and need 

special ^]^lp. in -learning speech and language sJcil.ls and 'lip reading. 

Some children stutter.; Adults too. With al,l the millions of words 

written about stutteHng, it remains one of the big Mysteries tn -our 
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field. We know no^ definite causes for^it. It has been noticed that 
tension and stress seem to make it worse. Sqme people, however, live 
under the most stressful conditions imaginable and don*t stutter^ Others 
have a* relatively e'asy time of it and do stutter. It remains a puzzle, 
but when a parent brings a child to us and asks for our help, we try . 
to help. Some children have- so many articulation errors that we can't 
understand them. They need our help too. And sometimes, little kids, 
for some unknown reason, do not dev^elop with the speed and compet6ncy 
that 4^ they should. Instead of talking your ^ar off in long sentences ' 
U^^e 4/or 5 year old kids usually d9,^ they are ^till using one and two 
word sentences only and can^t really put words together into phrases. 
They need the aid of a speech pathologist dnd ne^d it qui cjci^so* that they 
can attempt to catch up with their peers in tilnSe for school; 

Speech pathologists work with alUthese l^inds of problems, and 
then^some. Speech pat hoi pgists 'work alsb in a variety of settings, 
in publicor pri vate ^schools, 4n university <1 i hies ^ in community 
clini-cs, in hospitals, in extended care institutions, and in industry, » 
Our services are necessary with, old people, with adults, -with college 
students, with school -ag6 children, arid vUh pre-schoolers. You can 
do cljnical. work with patients^ or teach, or do research, or write, or 
any combination of these.' ; ^ \; 

■The profession has an organization, the American Speech and' 
Hearing Association, which Ijas upwards of 15,000 members. I thinV that 
about 250 of them are Black, a handful are Cfiicano.^ We:^av^ to change 
that situation, and I hope you are part of the 'change.' The Association, 
certifies qualified speech pathologists and audiologists with something 
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;^ ^ , ^ ' call ey the Certifip^frc of Cliiiical Competence, You get it after you 
: ^ 4 l^ve worked for a year in the field following your M.A. degree. We 
' \ehcourage all of you to get the M.A. and work for CCC. Perhaps'some * - 

'of you Hill be motivated to get a Ph.D.! You can be a school speech 
\ ; pathologist in Califo»^*^'*a without an M.A.^ |ut tjfe credential that you 
, T need for it-#is about 3/4 of th6 way to the M.A. and we encourage all 
' , * ^ students to go all thfe way so that they havetnany job alternatives in 
• 'the ^ut^e* V It is npt^ easy major but it is^iLwarvelous one. Ask 
-the stud^n^s \f\ it. they work'hard and are thoroughly dedicated. A 
^ Communicdtive ^OisjDrders major will give you the opportunity to have a 
" y*./ respected profession th^t wjl^llo^you to* help people^ to change their 
^ .lives for -the' better, And^there^re especially terrific opportunities 
; ' *'>^ , fd'r minority students ^anji minority pri)fessionals. 

• ' It-used to' be that ^teachers 'in school s-woul.d send us all the 

_piackX;?rfs and Chicano^kid^^and tell us they have a speech disorder., 
.Idle must^^evelop our skills st) that we can separate a real speech - 

*^ , ^ . , , 

. disorder^ from a language difference. Black l^^ids and Chicar\o kids 'liave. 

' " • " n " ' * * 

^ ; # language reflecting their cuVtu|^". I.t\s t|jeirs, it's beautiful ar^i; 

it is ev^ b^t as good as standeird Eng^Vish or any other language. Most 

: - . r . ' ^ . : . e 

. of *i:he5e kids becomeT)i lingual ''afiyway and le^rn the language of the power 

system. IT they have real dis6>.ders» Hfce the kind I described to you- 
^ * 'earlier^ we must 6<frrect tf^em. If th'ey can rap- and talk up '^v storm and 

be' completely understoo.d^ by th^.ir friends and family, they don't have 

\< . " : • • 

^ a disorder. ^We have ,i;o find a way of/letting others know that, a way 

%tha^ iF'^'t bostile or nasty but helpful and informative. Everytime 

V wa/it to chew put a doctof or- teacher for what I think is a na^'row 



ckttitude" I remember that the child may be the one that bears the brunt 
of his resentment towards me . f . and Tm not about to make things 
tough. for anyone because I have irritated someone. 'We'll talk more about 
all of these in later sessions. 

OPPORTUIIITIES IN THE DEPARTMENT AND THE PROFESSION 
, Susan J. Shanks, Ph.D. Department Chairperson* 

The curriculum .in the Department of Communicative Disorders is 
undergoing much change this year. How have these changes come about? 

In the past four years the interest in Communicative Di,sorders has 
beefi increasing. Graduates in Education have had problems getting 

m 

teaching jobs, and therefore have loolced for other fields to prepare 
them for employment. Thus, we've had to restrict the number of students 
coiTiing into Communicative Disorders to the "classes that can be offered. 
The State has' also legislated credentials which are pending. Universities 
are preparing credential programs for approval for September 1974. 
Advising students has been difficult because the faculty does not know 
how many students could be accepted in the new program and exactly wtiat 
the program 'Would be. 

We/ve been hesitant to enlarge our program too much. Manpower 
statistics indicate fewer Speech Pathologists, 'Educators of the Deaf and 
Audiol^gists will.be abl^ to find employment in ten years unless more 
opportunities for york become available. However, there is a definite* 
need for minorfty speech ^Pathologists, audiologists and educators of 
the deaf, to work with person^ of all ages who have communicative 
dfsorderjs. The profession^ needs more minority qualified specialists. 
T)te commuffity is demanding service for people of all social strata. 




Many feel the minority graduate can work more effectively with the minority 
persons who need help, ^ 

Through the grant which is funding your instruction, the 
Department is trying to interest more minority students in our program 
and prepare for the^ community needs. The curriculum also must be 
revised to include information relevant to the minority population. 

We are attempting to^make these changes in the easiest way 
possible. The modification in curriculum has been difficult at times. 
By fall 1974, the new ^curriculum should be established. 

How does the curriculum allow you to train for the Communicative 
Disorders profession? 

Presently in Califoraia, thp Ryan Credential, pending approval, 
will allow students to obtain job*s. working with children having 
Communicative Disorders in grades 'K*]2 in the schools. Graduates wth 
an M.A. in Speech Pathology & Audiology follow a curriculum which 
prepares them for clinical work in hospitals, like Vall^ey Medical 
Center and nursing homes like Westview. The sequence of courses 
students follow to be qualified for school and clinical work is similar. 
Ryan and clinical programs also prepare students for Headstart jobs, 
.In the future a sequence of courses will also be planned for training 
Audiologists for School employment if a credential introduced in the 
jlegislat*^ ,is approved. (See Appendix G) 

How .does the future of the Department and the profession appear 
in view of these changes? The growth in numbers of majors progressing ^ 
through the department is limited but expansion in quality bf .education 
is definitely occurring. Because of more emphasis on prevention of 




deafness and the. already small number of deaf children nee^^lng 
speqialized help, there win probably not be growth in^Lhe Education 
of the Deaf Specialization. However, more multi -handicapped deaf ^ 
children are being accepted o'n schools and this new^population may \ 
.require an additional number of graduates to be educated in our 
program. 

Additionally the number of Speech Pathologists and Audiologists 
specializing in the aging population is going to increase. Government 
money is going to be available in the future for more health. care for 
all, and Speech Pathologists and Audiologists are hopefully going to 
be included in the health care team. We ,also see an emerging interest 
in the pre-school cTiild. Local headstarts have not yet hired any 
speech pathologists. I think Dr. Meyer son and Mrs, Green are tloing 
great things in tem^^of showing what the speech pathologist can do in 
Headstart programs. And we would hope tliat in Fresno there would be', 
speech pathologists hired jn City EarlyxEducation programs. The future 
in these areas seems bright. 

How do you enter the program and work toward this future? -You . 

i. 

should first seek admission to the program and fill out an information 
form. Then make an appointment with the Department Admissions ' - 
Coordinator as soon as possible to discuss admissions procedures and 
the sequence of courses which are included in the student brochure. * The 
course curriculum, the choice of program, the School of Education 
requirements are all described in. the brochure. The main prerequisite 
for admission is the desire to help people. But academic ability is 
also important. The Department wants -to graduate the best possible 




person to help oeople to communicate better during the future. 

If this describes you, we welcome you. to the, program whtch is> . 

• ^ \ 
dedicated to fexcellence and service. V * ^ 



TH^' ACQUISITION OF* LANGUAGE AND RELATED SKILLS 



All animals can communilSite, but only marr uses language. ^ . > * 
Language is'^species-speclfic tq man. By using 1 an^ uagerlnarK cait 
talk about things .Ishat are not present. He ha's the capacity to say and 
understand things that he Jias never said before. He"!)!^ the freedom to 
arrange the speech pounds ir\^o words. All childreit^' regardless of whfere 

the world the)r ^liv.e^- develop language in^he sa'TO systematic way. 
Because lanquage Is 'acquir^ed syst^tically, it is predictable^ » 

CKty ^i-H^the recept*en (understanding) aspect develops first and then . 

comes the expressive or Verbal aspect. At the ?ame time tfte .child is 
^ delating meaning with the speech sounds he hears . in his envirpomeW'. 
'. - Before the child uses meaningful speech' there are stages that ' 
he goes through. ■ lH=em.3-fr months is a period of transition. The baby 

-moves from help lessnelfs .to active manipulation ^mJ*"limitecl exploration 

of the environment: The baby develops at this time, "touch htihger." "He' 

grasps, touches, feels and manipulates objects, and invariably everything 

.that comes fn contact with his hands* eventually winds up ]r\ his nwuth. 

He has mastered holding and turning his head, rolling over.and sitting 

up with a support, by six months. ' [ * 

. Betvveen 5 and 6 ny)nths, babies begin. to babble for their own - 

entertainment. Deaf babies babble just as hearing , babies do but stop' 

because they can't hear themselves. There are several types of 

• •• 

hearing loss, and they can be causes! by hereditary, disease (chicken 
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pox, mumps, measles), birth defects, accider^ts or noise; before the 
f'.^st birthday the child begins imitating and reproducing on his own 
thcTinrflectional and melody ^sttterns that exist in his environment. If 
you listen, you can almost hear him asking questibns, giving Instructions 
and fussing. ' The chjld also spends a large portion of this time 
babbling and crying. The sounds of cpnten$|aent that baby makes are 
generally. r*epeated back to the baby by the parents. The child with 
psychological problem's may not repLat these comfort sounds- back to his 
parents and mayCjhut out any stimulation that he himself does hot 

fJroduce or control. Jar^gon is putting babbled syllables together so 

'4 ■ • » ■ 

that ^ey suggest language. Some^chfldren seem get stuck here' or to 

develop a language- system all h+s own; This sometimes happens with 

.twins. 

'Between six. months and one year the baby Tcnows familiar people 
in hi^s environment and is cautioUs with strangers. The child can now 
sit without support. He can move around by*creep.ing on his tuimy or 
crawling with^^jp!^ glear of the floor. He likes repetition and 
will repeat activities for long period^ of time (banging for example). 
He will imitate hand 'gestures that adults 4& (waving bye-bye). At • 
thts time/ the baby is completing the transition ^rom a horizontal to 
vertical orientation. The baby learns to walk without assistance 
somewhere between 9 and 15 months. He- can. also play. sucNgames as 
p2^t-arcake. By the time a baby learns to walk he is no longer 
considered an infant, btrt is then called a. toddler. 

Between the first birthday and 18 months true words develop. 
The baby uses these words (mama, milk, up) consistently, knows what 
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tbey mean arid the response that they .will bring when uttered. The first, 
words maybe delayed ia appearing if the child is permitted , to gesture ' 
and possibly grunt for what he wants.. The first sounds usually produced 
are./m, b, p, k, and g, h, w/ as well as all the Vowel sounds. 

By the second year of life the child's receptive language is. 
such that he understands statements and can foVldW pimple directions. He 
learns names of^bjects and asks "what's datr* / Expressive language 
develops too and the child learns the names of* a great many objects. 
Between 1ft months and 2 years, the child starts stringing 2 and 3 words 
together to form a "sentence." He has- ^stly nouns, some verbs and some 
adjectives in^his expressive vocabulary which numbers approximately 
250 words at age 2. The. "terrible two's" may be marked with negativism 
and rebelliousnesk.-^ The'chtld is beginning to assert hitnself. He may^ 
become domineering and^ demanding. 

At age 3, all of the child's previously learned language skills 
are improved. The child j'ncreaSes ih his ability to understand more 
complex things. He has more words that he can readily use and more 
complex ways of Joining the words together. At age 3 the other parts' 
of speech are added to the child's existing language systeirj.^ Most 
linguistic ab^ilities are firmly established by 36 months of age, and 
only refinements of grammatical structure and , pronunciation, which may 
be dependent on physical and inental maturation have to be added. 

A three, year old may haVe an imaginary playmate which may be 
, with him for a while. • ' 

By four, real friends become important and he plays cooperatively 
<yf Other children. He can assign roles and take turns. Bragging and 
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^name-calling is an.: ii^ort^ant part of language. The child learns tnat 

/the use of "naughty" words upsets his parents and he may use them } 

constantly. - * ' 

The, five year pld is reliable,, stable, and well adjusted. ^ *He » . * , 

finishes what he starts and works with a purpose. He can obey rules - ^ / '/ 

* ' i % ^ 

and has good coordination and control. He has developed laterality ^ 
, (handedness ).^ The child' can control his impulses and has# learned to " * . 

separate Somewhat easily ipm his mother. At ^is (JMnt. the .child' itS 
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ready for school. . ^ " n - , ' ^-t 

A rough index of what is to be expected of pre-schoolers* / . ^ » * * 



language use is that by 3 years, the child should use 3 word sentences, , 
by 4 years he uses 4 word sentences, etc. Average leh^h !the 
child's sentences is not the total consideration, ^ Th# complexity of ' 
the constructions the child uses is also important. A sentence in which 
a child only names objects ("that's a doggie, and a glasses and a boy 
and a hat and a stick") is less complex^than one in which abstracts are 
used, "r think they gonna eat the fish." Naming is the least complex 
type of verbal communication. 

.Many pre-school children have difficulty* producing sd'me of the * 
consonant sounds particularly /r, s, 1, t^, ^^^^ z*&»^/. These sounds 
generally require more complex, refined muscular k)vements. 

By age 7 u &uaH y these^ sounds have become corrected usually 
without any assistance. If not, tim the services of a speech 
pathologist are necessary. , . ^ , ^ 

. A child may be referred to a speech pathologist t^efore age 7, 
however^if he is not developing language as well or^ as quickly as he , 
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should, or if >His speech is unintelligible, ^n cases where a child has 

-\ ; '-• :.• ' -4 =.. • 

f ''an' oirganie; defect v^ucft.'^s' deafness or cerel>ral palsy the speech 

.'J > ■ ; • p. ■ ' 

■.pathologist can begin work as early ^eis age^z. 

• ■ ' " . BIMNGUAL/3ICULTyRAL CHILDREN . ' . . 

' * T)iere is npt;l whole lot that any of us can tell you about being 

>Jt)ilingdaUb'icu1uira1 , You've l3een41iving ISiat sometimes exciting, 

. .^sometimes confusing state all of ybur lives. It is important however that 

'* you have some '-^format ion on the theorfes expressed about bilingualism ^ 

and t^e practical implications for the children with whom you work. 

Cutlure is really .our total environment. Everyone has a cillture. 

No one culture is any better or worse tferi any other culture. Lang^uage 

»• . •* S * '* , 

reflejt^ culture. DifTerent cultures will have different languages or ^ 
different varieties of ;the same language. Because cultures are 
di^ffrr^^nt, you can conceivably ta-lk atJbut culturally different children. , 
You cannot, should not, use the ierms culturally disadvantaged or 

- culturally deprived or culturally deficient. Someone would have to be 

j» • , ^ . ' ' , ^ 

^ * . * ^ 

raised »in 'a- vacuum to be without culture. ' . ' ^ 

The differences between languages and dialects are rather Viiizy 
c<rte9 t >r »ejs;. It appears as if thfey^a re- determined by political rather 

.than linguistic factors/ For example, the Swedish language- and th^. 
Danish language' are sa similar that Danes can^ understand Swedish 
television with no instruction in Swedish. On the other hand, the 
dialects ofChinese (for example Mandarin or Cantonese) are so different 

• that ^ speaker of one could not ever understand the other without prior 
instruction. 

4 Different dialects or different languages will show divergences 



in vocabulary, in granrmar or syntax, and i a phonology or soOnd 
structure. In addition, there will be, differences in rhythm and ^ , ^ ^ 
inflection and in the nonverbal ^conrmuni^ation skills, the body lar^uage. 

Children arrive in School with skills in their mother tong<7e. 
The mother tongue may be Standard English or it may be Black English or /* 
It may be Chicano English or any number of other possibilities, if^thft 
language that they speak and understand is ridiculed, it will be very / 
difficult for them to grow up with positive feelings about themselves . 
or the educational experience. 

Some feel that all children should be allowed to function 1n / 

f 

whatever language they speak, that the school should accomSclate to 
regional dialects. Others feel that all chi Idren thould be required 
to learn the standard of the country. Most of us have mixed feelings 
about it. Although a truly pluralistic society would allow complete 
individual determination, the current power structure requires that 
Standard English be learnecj to^succeed iaschool^nd in the profeBsions* 
Perhaps the more bil ingual/bicultural students that are willing to 
-.play the power game now and "make it," the more likely it is that they 
will be able to change structure and values in the direction pf 
pluralism in the future*. 

-One. thing is certain. Even if it may be; advisable at, this time to 
learn StandarJ English as a second language or dialect (and most of you " 
have managed, that with not much trouble), your first language should , 
never be denied. Children should have help in developing their skills 
in communicating whatever way they communicate best. 

Black English is a term to describe the code that mQSt Blacks 
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in the .United States i^se^ all 'or some of the time. The linguists have 

jtrarfed it^,* roots'" tc the liest African languages. The basijc sound and 

grammaticaf^itructure of s^mie these languages were brought by the 

slaves. In time, En^lisii vocabu^ry items were laid on this structure,-*^ 

Chicaho Sparrish or English exhibits'the same cKaracteristics. . . the 

basic^tructure of Spanish wit[j .English words fitting into^^the model. 

, ■"' )''■'■' ' * • •• ^ 

Thisi'k^nd of fusion of elen]ent|s in different languages is a natural ^ 

lingaistlc occurrenc^r when 1:Wo^^ languages "get together." Much of ¥ 

Standard Englishr has been historically derived from mixtures of 

^ " . 

•* ' ' " * ' - 

langtt|iges. ' • \ ^ . 

^ When someone attempts to speak* a second language or dialect, 

*lth^ features of his first language show their strength and interfere • 

' with performance in th^ second language, This process ^is called 

linguistic interferenqp. \- . and it occurs whenever we try to pronou/ice 

something in a language that is not familiar to us. Although speech 

pathologists are not generally in the business of* teaching English as 

a Second Language classes, in areas where there are no specialists, '\ 

they may be called upon to do this. We should know enough about ^ 

bilingualism to give in-service instrijction and advice to the teachers • 

so that they cart- add .this^element^to'their language arts programs. 

We also need to know as much as possibly dlbqat the language and culture ^ 

of our clients so that we cim separate language .difference from language 

delay or deviation. . ' - ^ 

• We mentior||d the fact that many standardized! tests are meajnt for 

Standard- Engl ish7Mainstream American Culture chiVdren and, as <;uch, 

penalize culturally different children. Th^ may indicate how well 
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or how poorly a Black or Chicano child does in Standard English^ but 
they can in no way measure the child's i^ntelljgence or his ability to 
operate in his own language. We therefore ne^d to know cultures, 
tests, disorders, . . in short, . be extremely .competent professionals, 
so that we can fairly •evaluate children* and remediate what may be true ^ 
problems. It may be criminal to label a child as retarded" or delayed 
just because he does .badly on a standardized test. It is jusjt as bad 

« "as 

to ignore a chifd from a monolingual Spanish family because ^ assumed 

linguistic difference wben the child truly has. a' serious l.arvguage 

deljyr : ^ . ' 

The presence of increased numbers of qualified, capable minority 
speech pathologists will result in all speech pathologists doing their > 
jobs better. • . ^ , 

^ S , STUHERING " ^ ' ' ' - • 

As children develop languag)^ and speech, they may exhibit what 

we call dysfluencies. This often. happens, at around age 3. Children 

.will repeat sounds or words or phrases. Dysfluencies are normal . ' ^ 

Dccurremces . ' We have all had them aS children and we have them as i , 

adults. We don't think pf ourselves as stutterers. Some childra|i 

however seem to get progressively worse and hav6 more trouble communicating 

The reason why some stutter and some don't is hot clear. . . in sfxite of 

hav^ ' ^ - . "\ 

th§ volumes of research that tm been done on the topic^ ^ ' ^ 

Stuttering (it is also referred to as stammfrir^g^is an- abnormal 

initiation, of speech sounds. It can also be described as a xlisturbance 

in speech^fTow. It includes hesitati4)n or blocking of a* sound bft/ore ^ 

it is uttered, repeating a sound again and. again, or prolonging a sound 



beyond a r^sonable duration. _ .Sometimes it is accompanied visable 
strtiggle ^reactions suchAfaciaX Contortions, head and shoulder tics, 
arml movements, et#. 

U has been said that stuttering rarely occurs when singing or 
^het) speaking in a choral .group, ,6f*whfen speaking in'rhythm with a 
mechanical^ beat like a metronome, or when" swearing. It seems to get 
worse in situation? of fear ani^ Stress and, exhaustion, 

*Some experts feel the cause is organic; others feel it is the 
result of pressures in the environment. Morecmales than females 
Stutter. . , but we doa't know if that suggests an organic cause 
(i.e. something in male genetic makeup that makes, them more vulnerable) ' 
6r "to' chn^-raising practices,. There seems to be so much variation in 
the kinds of f^imilies that stutterers come^ from, it would be hard to blame 
-^itHer a repressive upbringing or a permissive' one. There are' no real 
differences between stutterers' and non-stutferers except for the fact 
of thi?ir stuttering.* 

For stutterers, the problem *fs a, real oiie and the methods, of . 
therapy vary, S6me clinicians use behavior modification (operant 
conditioning) techniques. Others use psychotherapy. Rhythmic devices to 
control timing of speech have. been utilized, Other-machines that 

• introduce either, a masking' noi se or a delay in feedback seem 'to help 

\ y 

otheris control their dysfluen.cies. Many stutterers experience a --^^ 
tremendous reduction of symptoms and^have virtually no. problems , as 
adults. Others maintain stuttering behavior .in spite of a var'iety of 
therapy procedures over the years, • . ^ * 

When we ^ see. children wha have^been labeled as stutterers, we 
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often note that they also have artipulation and I^Aguage problems. 
We look at each individual and determine whether to recoiiinend therapy' 
and, if we go ahead, what our tafget should be. We Usually suggest 
' that the'parents-av^d telling the child to slow-down or*' start over 



again or think before speakv. In other words-f we. recoinpiend that 



efore 

the pressures lb^j:olTimunicate without dysfluehfcy |)e removed and that • .-^ 
the content (the what) of the child'3 conversatij)n become more, 
important than^how he says^^it. .Older children ^a^d adult* are treated 
by speech pathologists in botH indiv^dyal therapy arid j'ifi groups. 

• Jhe letter that follows was ^developed e^s a handqut for the many / 
parents that came to the project j^^l lite cent^s^xpressing concern/" 
' about stuttering • ^ ' ^ . . ^ 

■ A LETTER -TO PARENTS WHO ARE CONCTEBNEO, ABOUT STUTTERrNG^ ^ *^ 

What stuttering is : ' * • / . ^ 

^ • ^ ' . / ' ' ' r ' V ' ' ' 

' ' One bf> the .t)rob1ems that tnottiers' often aslj: about after their/' * - 

.children learn to talk is stuttering. We all have known* soTOone jj^o ' *4 
is an actual stutterer or calls hims^ilf^a stutterC^* What exactly is • . ^ 

^ stuttering? Stuttering is th'ouyht of. by most peoplfe as*delayvlng or - 
Stumbling.* when tajking. This is partly- righ^T Stuttering; s(|fffetimes. 
involves twisting of the face to help force the 4^/ords out, a disruption 
^ of the* breathing process,^ prolonging sounds so that the person 'ceiji 
ea?e ihto wor^s.jand chopping up speech. Stuttering can also acton 
feelings^ and go along with fearful ness about Speaking* If - the child 
-^hinks/he is a stu^tterer and also^thinks this.. is unnatural and troubles . 
his listener, he will, be very anxious and concerned about hi3 talking. • 
A child who. repeats sounds in words or parts of wo^ds aWd if fjot worried 
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about it is net stutt.erin0, 

. All of us have trouble talking at times. It is no^t unusual 
t? forget something and stirt\all over or. even to repeat until .we can 
thifjk^of what we intended to sdy. Some repetitions, in fact a' large 
number, are very normal. A child repeats for a number of reaspns.^ He' 

may be t;rying to stress a word, pr he may be searcl)ing Kis.mind for 

. '\ ,' - ' ^ ' 
a particular Word. A child should know it is alright to say he is angry 

» ,# '» , \ 

'Or troubled or afraid by hearing the parents $ay these things, 
Repetitidns may just be his way of playing along; doing the same thing 
or making the s^me sound over and over. ^ . ' \ 

Ypur'reactions to the child's speech hesitations will determine 
his reaction to then^ The child will be bothered if the parents are ' 
botljaced. We stfll don't knbw the real cause of stuttfering. Being 
frightenior being tickled until a child can talk probably does not 

directl^js cause stuttering/ Changing handednes's in a child probably 

^ 1 J . . . ' - ^ 

does not cause stuttering, but it. does make the child feel that t;^,-, e 

IS something wrong with hin that he has'to change., and this coul^ add 

problems. . * . , • 

For pareiits whov stutter, you should be assured that stuttering 

i s ^1icr£^robabl^ heredi ty . Th^e^ti tudes ,-'reel'i ngs and reacti ons ' of 

the paren.^and'-the relationship betw^e^ the parent and the child is " 

more important Lnan whether or not you stutter,. The child learns that 

not all \dults- talk perfiectly all the time and from you he can also 

learn >ou don't have to be upset about it. ' ^ 

How stuttering benins : / 

There arf sojne signs that stuttering is> beginning. These signs . 

. r 

are: • ' 



(1) the Qhi'ld shows obvious speech hesitancies. ^ 

' ./ ,* ' ' ^ » 

. " . . (2) he begins to avoid talking ancl becomes very shy. 

■!''/'* 

(3) *^ he be'gins to speak with effort, antl' strain^, where he has 

once sai^d things easily.' 

(4) he repeats sounds or syllables or draws .sounds out more 
often. * . " ^' 

(5) - he begins to appear helpless and unablp to go on t^^king. 
^ What can be done : ^ n ' < ^- , 

There are some thi^igs that can be done to remove pressure from 
the child. These are: ' ^ ^ " . 

^ \ke your expectations of thfe child realistic. 

\1) give the child opportunities- to express himself. 
, , (3) strengthen vhe child's jconfid^n^e in^'imself. 

(4) try not to show impatience 6Vj4rritability with the way 
he talks. ' • . * • ^ * ' \, 

(5) try not to interrupt or p^ad/with him to stop^stuttering. 
''(6) don't ask him to repeat. ^ , ^ ' 

• (7) don't ask him to talk without stuttering. 
(8) listen to what he Scys; not hoH'he is saying it. 
If the stuttering does not stop in e short time, askyour doctor ' 
to- recommend a speech clinic. If youv cKild is in school, check with, 
his teacher. ' « ^ 

The^A^nerican Speech and Hearing Assocation can also provide the ' - 
Vocation of clinics and clinicians. The address is: 

. ' American Speech and Hearing Society 

9030 Old Georgetown *Road 
Washington, D.C. 20014 



/ 



ERIC . . " 4o 



42 



r 



CLEFT PALATE 

Sometime during the first 2 months after conception, the^ basic 
tissues for the face and mouth are formed in two parts anrf then fus^ 

together at the midline. Most of us are born with in-tact fusion and 

ir. 

with syTi)etry of our faces. Still, you can notice the mi'dline meeting 
in the cupid's bow of the lip, in a cleft chin, in our midline nose. . 
If for some reason there is failure of fusion^during the first two 
months of pregnancy, cleft lip and/or palate will occur. Why wouljd 
fusion not take place? Well, perhaps there is just not , enough growth 
potential of the tissue. Perhaps the tongue presses up and prevents 
fusion, per/haps there is wrong timing. . . by the time the two shelves 
get together, they are too far apart. Anyway, something goes. wrong 
and we have the condition which you can see in the pictures that we, c 
have distributed.^ Why does it happen? Well, we don*t really know. 




^Project Director and cleft palate child jit urban medital building 

satellite. 
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ALout 30% seem to have a family history of cleft and we could say that 
it is hereditary. Most'^thers have no indication in family history 
t'^^ut this is hereditary. We have suggestions that the cause might be 
drugs or viruses but we just don't have the answer as yet. At any rate / 



,w^: krtow that the incidence in the U.S. is about 1 in 750 and that it'*^' 
incidenc 
b'fdcks), 



incidence varies in ethnic groups (4re'. more in Japanese, less in 



It is a pretty shocking and scary thing to happen to parents. 
Most. of us have never seen a child looking like this . . . because, 
happily, most of these are repaired and look alot better while they 
are still young. For the new parent, though,- a great deal of counseling 
is necessary so tha,t they will understand the possible causes and reduce 
their own confusion and guilt. They aUo need* to know that with modern 
surgical techniques this awful looking birth defect is a relatively 
-gnifflportant minor nuisance in most adult cases. The majority of these 
ch-ndren grow up bright, cont^ent, adequately attractive looking ... 
un"[ike some other really serious birth defects with long-term problems. 

' Nevert4iele»ss, those early months are pretty tbugh. The child - 
with cleft lip only doesn't have too many feeding problems. . . perhaps ^ 
some getting a good seal around the nipple .^; '.,but the child with ^ 
clert palate or both cleft lip and parlate ha§ jnore of a hassle. Since ^ 
the separation between the mout'h'and nose is missing (that's the? cleft),' 
milk would shoot and out the nose without special feeding techniques 
and special* care. Another problem, '.is tjiat the^entrance to the Eustachian 
' ,tubf>'lies just above off wh^re the 'palate ought to be. This Eustachian 
tube leads td the /ifi,iddle ear. Because of a general lack of tissue and 
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a^'n anatomical deformity^ this Eustachian tube will usually not work 
properly and the middle ear will be subject to many infections. Cleft 
palate children do indeed have chronic ear problems that certainly 
cafUse transitory hearing loss for the period that the middle ear is, 
filled with fluid or pus and sometimes permanent hearing problems. - 
Children born with cleft palatejcan also, expect dental problems. . \ 
missing and excess teeth, poor occlusion,, etc. Some children with 
cleft. palate have other problems. . .congenital heart anw^mtes, 
retardation, club feet, etCy^ but many do not have additional problems. 

Surgery is begun at 3 months, when the lip is closed, ^urgeons 
wait a bit longer for the palate so that maximum growth can be achieved. 
The palate l^s usually closed at 18 months. The purpose of the lip 
closure is primarily cosmetic, but palatal closure is for improving 
speech. Why does the cleft palate affect speech? Well, the name of 
the game is velopharyngeal inadequacy. In Engl ish, only 3 sounds 
/m, n, ng/ are produced with the nasal cavity open into the oral or 
mouth cavity. You can feel the vibrations in yyur nose when you say 
these sounds. . . as opposed to when you say other, non-nasal sounds. 
For everything else, the soft palate or velum smacks up against the 
back of the pharyngeal i^ll or throat, to close off the mouth from the 
nose. This allows us ,to speak without excessive nasality and it also 
allows us to build up enough air pressure to make sounds like /p, t, ' 
k, s/. . . which we couldn't do if the air shot out of our nose. 

Now, with a cleft, there no soft palate to Work. Therefore, 
the surgeons attempt to construct one. Usually it is successful and 
the person sounds quite normal. Sometimes' however the surgeons may 



close the palate* . . but^the muscles of the palate don't work to lift 
it to smack up against the back of the pharyngeal wall; , . or>there 
may be too much scaV tissue for it to, work properly. . . or' there was 
so lUtle to work- with that the palate is still too short even after 
repdir. The velum doesn't smack up against 'the pharyngeal wall and you 
have velopharyngear inadequacy. Air comes through the nose during 
speech and cannot be impounded for certain sound?. It is as if the 
front door ts jammed in an open position and all the warm air keeps 
escaping. New, let me try to demonstrate what happens in Speech. 
First, there is hypernasali ty . . . this is a feature of vowels ... * 
we listen to the vowel sounds and they sound nasal.' They shouldn't 
be nasal in English . . . French has a few but not English/ Second, 
there is nasal emission, air coming out of the nose when it shouldn't. 
Most serious is a feature we call gross substitutions and it is here 
that sounds which need impounding of air are substituted witb strange, 
hafd-to-correct non-English sounds usually made at the level of the 
larynx or pharyngeal wall. We call the one at the level of the 
larynx a glottal stop. . .^he vocal folds snap shut tightly and a 
kind of i non-sound -is substituted for the /p/. These are the most 
serious problems brought abbut specifically by the cleft palate. If, 
after surgery, these problems still persist, other surgical procedures 
are attempted to help correct it. , Sometimes, a prosthesis (artificial - 
palate) is placed in the mouth to cover the cleft and facilitate 
palatal movement. Many cleft palate individuals, need speech therapy 
in addition to these procedures. 

Children with cleft palates also demonstrate all the problems 
that children without cleft palate might have. . . hearing los>^, 
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stuttering, developmental errors (slow in acquiring all the sounds of-. 
English), and sometimes language delays which slow down their ability 

to put words togetjier into sentences. It has been said that cleft 

I' 

palate children have more of a problem with language development than 
non-cleft-palate children. We don*t know why. Perhaps it is their 
early unsatisfactory feeding experiences that slow them down a bit. 
^^erhaps it is the trauma of frequent hospitalizations, and separations 
from parents, and pain. Perhaps it is the come-and-go hearing losses 
that they sustain, At any rate, the parents mifst counseled 'So 
that they can know what to look for, who to go to if there are 
»probTems, how to give ma>i(num stimulation at hjome, * In many cities, 
cleft palate parent?- groups are forming, We have one here *t Fresno 
operating out of Valley Children's Hospital. 

There are other problems relatejd to facial structure that might 
occur. A submucous cleft iswhen a division in the bony part of the 
palate is hidden from v.iew by the mucous membrane covering. The palate 
doesn^t look cleft but the problems in adequate movement are the same 
3S for a very apparent cleft* palate. Sometimes the jaws are not in 
proper occlusion and this may affect speech. If the mandible (lower 
jaw) protruded so far out over the maxilla (upper jaw), it would be 
difficult to put lips together for a bilabial sound like /p/. Surgery 
can remedy this condition but speech therapy is often needed to 
counteract habits that no longer need to be sivtained. 

Some children are born with no tongues (aglossia) or tiny 
tongues (microglossia) but miraculously can. learn to compensate and 
speak fairly well. Mouths can be too small or noses obstructed. In 




later life, parts of the* face can be missing because of cancer, 
surgery^or .traumatic accidents. In ajl the instances, the speech 
pathologist combines talents with surgeons ar)d dental specialists so 
that clients can'Dbtain the best possib'ie speech and adequate physical . 
appearance. 

CEREBRAL >ALSY * * ' • 

Cerebral palsy can be^defined as paralysis of motor difficulty 
due to *a lesion of the brain. Frorn the speech pathologist's view, ^" 
cerebral palsy covers any condition which results from damage to the 
central nervous system before the age of language learning which 
results in some problejn in motor .function*. 

Cerebral paTsy is generally cbnsidered a birth defect, but it 
can occur any time from conception to age 6. It may occur prenatally - 
(before birth) because of genetic imbalances or diseases sufVo^id by 
the pregnant mother. It ma^y occJr during a difficult birth when-"the • f 
oxygen supply is cut off (anoxia). It can also be caused b> diseases 
in early childhood such as meningitis. Cerebral palsy can range in 
severity from mild, nearly unn o tici We impairments to impairment so 
severe that the person requires help from others for even the activities 
required for- daily living. Some cerebral pa^lsied children go to 
regular classes and have few problems perhaps one weak arm. Others 
are in special classes or are institutionalized. .As adults, many ?ead 
normal or near-normal lives; others spend their days completely 
dependent upon others. 

Cerebral palsy can be classified according to the part of the 
body that is affected. Motor disability can affect one limb or any 
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combination of limbs: ^ one ]\nb (monoplegia),* two limbs (diplegia^' '* 
JJoth legs (paraplegia;, one side, that is half of the^ body 
(hemiplegia), three limbs (triplegia), all limbs (quadraplegia).^>' 

The infant is born with many reflexes that are primitive. As 
the nervous system develops the reflexes become more and more complex. 
The basic reflexes are still present in the cerebral palsied but 
because of brain damage higher neural centers cannot adequately control 
the lower neural centers and these .babies retain primitive reflexes 
long'past time* For example, whenever the mouth ,is stimulated, 
sucking movements begin? If thisAmaintained, it seriously interfers 
with speech. 

There are several ^major types of cerebral palsy. Spastic cerebral 
palsy is characterized by tightness and paralysis. In speech, many 
of the muscles needed for breathing and speech will be affected. 

Athetoid cerebral palsied individuals display involuntary movements 
that accompany purposeful or postural movf^ents. The athetoid is in ' 
constant movement with arms and legs flailing all over the place. In 
speech, these involuntary movements come at the wrong time in breathing 
and in phonation and interfere with intelligibility. 

Because one part of the brain, the motor part, has 'been damaged 
it i5 not unusual to find other problems. Cerebral palsy can also be- 
associated with impaired hearing, impaired vision, orthopedic defects, 
convulsions, perceptual difficulties, mental' retardation, dentil 
anomalies, and emotional problems. 

Treatment of cerebral palsy generally incorporates a physical 
or occupational therapist and a speech pathologist if one fs needed. 




. Exercises are done by the physical or occupational therapist ,to 

strengthen muscles and to imp?*ove lance. Some children vn^ cerebraT 
palsy require special school placement due to the wheelchair or:^braces 
that they may need to be ambulatory (able to walk). ' 

The prognosis for a child with cerebral palsy is cjependent ^tj 
two things. The first is intelligence and the second is the extent oX 
the paralysis. The lower the level of intelligence and the more 
generalized the paralysis, the less favorable the future progress. 

VOICE PROBLEMS . ' ^ 

Voice problems are usually related to the way that the vocal 
* c^rds function. The vocal cords (also called vocal bands or vocal 
folds) are made up of muscles and ligaments in the larynx. They can 
snap shut and valv^ off the air flow from the Jungs. When they are 
relaxed and air is expelled from the lungs they vibrate and produce 
sound or voice. 

A bad ccld can irritate the cords 'and result in laryngitis. 
However, when the voice is constantly hoarse or husky, the speech 
pathologists suspects an organic disorder; that is, there is something 
. wrong with the vocal cords that needs attention. A vocal. nodule, 
for example, is like a corn or callous and seems to be caused by 
excessive fricMon or impact of the. cords. Nodules, if left untreated, 
generally increase fn size. The voice sounds weak and husky and 
breathy. Extra effort is needed to produce voice and this extra 
effort results in hoarseness. Usually the^client with vocal nodules 
is instructed by his doctor to have them removed surgically; the patient 
i<5 advised to have a period of vocal rest where there is to be no 
phonation; and speech therapy Ato learn new habits of phcnation. Vocal 
O 50 
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relaxation is especially difficult to maintain in children! 

. Contact ulcers are sores that occur at the ends of the cords. , 
These ulcers occur most frequently in men and, very rarely in children. *" 

The voice sounds hoarse, weak arid husky. The treatment consists of 

*^ ' - ♦ 

\i • " 

vocal re-education. Changes in the person speaking environment should 

be made so as to reduce the amount of strain necessary for verbalizing, ' 

' Vocal cords can be paralyzed because of injury or disease.- fhe 

voide is very weak. The speech pathologist needs to evaluate how ftiuch 

is possible w,ithout strain in spit e of the problem. 

Laryngectomy ii the surgical removal of the larynx, including 

the vocal Cords within it. The surgery \i performed to prevent the* 

spread of cancer discovered in the laftryflx. The rirs't symptom of cancer 

i 

of the larynx .may be persistent unexplained hparseness. Other symptoms 
are quick fatique of the voicef an inability to clear-fhe throat; a 
feeling of dryness* or rawness in the throat. 

After removal of the larynx, a sgeech pathologist is general7y 
called upon to teach the person a new means ^of speaking^Without vocal 
folds. Esophageal* speech is the production of speech using ajr that 
has^een trapped- in tb6 esophagus. Vibration in this case is caused by 
the "sphincter muscle located between the esophagus and the throat. The 
tone that is produced is low in pitch and is generally weak at first, 
but can^be strengthened. ^ 

Generally;esophageal Sjaeech is the mdsV intelligible rfnd least 
districting mode of cormiunicaTion that a laryngectomized person cen 
use. The artificial larynx is- an appliance that calfi be used by persons 
who for some reason do not learn esophageal speech. "'The electro-larynx 
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is a battery-operated' v.ibrator that is held against the throat/or the 

• • * • ' 

cheek while the person mouths ,th^ words he is^^aying. The tone of th^ 
elgctVo-larynx is louder than esophogeal speech^ 'However it does , not* 




Clinical Supervisor and" adult laryngectomy male at neighborhood 

Comnunity Center ^ 

I ' 

' Sometimes speech ptfthologists^assist in cas^s where voices are 
too high or too low in pitch. They may also be called on td determine 
whether loss of voice is due to organic pathology, or to emotional 
trauma. Some people that have suffered real upheavals in their lives 
"lose their voice." Teamwork with psychiatrists and' psychologists is 
needed in resolving this problem. 



APHASIA . 

Aphasia is severe impairment of estabHished language functions" 
due toi^ trauma to the braip. It most commonly follows a cerebral ^ 
vascular accident (stroke)! Other types of traumaitic, brain injufy 
,fonowing an auto aJci^ent, for example, can also result in aphasi-?. 

The language deficit i.s characterized by reduction of available 
vocabulary, poor auditory retention span, impaired production and 
reception of rjjessages. Reading', writing, and speech can aU be' 
affected. Pe r s erva tiw, or the ^f^ep^jjaiition of something, such a^s 
uttering a word, can occur, . ' , ' 

Spontaneous recavery' can take placJe during the first 6 montKs * 
after the onset of the' trauma* During this^4)eriod some impaired 
abilities seem to get better without'any professidnal help. This is 
due to a decrease in the amount of ^dern'^ (swelling 6f the damaged 
tissues).^ Direct language traintngS's^most effective within the 1st 
and 2nd months after a' cerebral tj^,e(uma. It is^i^essary to give the' 
parent. and the family psychplogical support through the relationship 
(yith the speech therapist and^ active' involvement in constructive 
^pursuits. ^ ^ ' ' ^ 

The prognosis is determined by the de'gree ef brain damage, the 
age of the patient *an\l the pattern of disabi.lities displayed, -Young 
people with ^raumatic irib'uries to the Head who start training early 
have a more favor*able prognosis than older patients who have delayed ^ 
in starting training. Sometimes we see patients whohave been aphasic 
ipr many year^. Although* re^very is sloWer it may stilVoccur/ ^ 
Therefore, we >«hould' attempt, working with all patients in the hopes of 
some positive change in their communication skills. ' ' ' 



Since aphasic patients may-also b6 paralyzed, .there^ is frequently 
close cooperation with physical and occupational therapists. Physicians 
to(r must be consulted so that risks to the client are minimal. Just as 
we spok-^ of ^he development of receptive and expressive abilities in 
the development of language in children, so we must consider deficits 
in these areas following brain trauma. Some aph'asics have most problems 
in receptive skills, others in expressive and some have a mixture of 
>^deficit. In 'planning for therapy we must be very careful about 
selection of materials that are relevin.t and that are adult in' nature, /. 
Special tests for the ide^itification of skills most likely to be^ 
affected help, us to see where the gaps are. We reestablish a basic, 
vocabulary and go bn.tp the more complex syntactic structures of speech. 
The client myst be able to indicate understap^ling of vocabulary items, 
must be able to repeat verbalizations, and then must re-Team correct 
formulation of verbal expression • . ♦ with the right wprds in the right 
graniTiatical order at the appropriate time. * - 

People with aphasia suffer great embarrassment and' loss of 
self-esteem. They furictiftned in a variety of roles befprfe the^ stroke 
or accident. Now, they have trouble finding the word for a common 
*object. . Itjs jcriticdi that we recognize that^ they are stiTl intelligent 
and §ware of their surroundings.^ We must empathize with their feelings 
of friistra-ticn and be careful never to behave in a patronizing manner.- 

Although we generally thifik of aphasia as im|)airment occuring > 
after language has already been acquired, some professionals diagnose 
yoyftg children as having developmental or congenital aphasia. *"These 
children are neither retarded nor autistic nor deaf but it is suspected 
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that they presen*- evid/nce of brain damage that inte^^i'eres with the 
fabili'ty to acquire language. Apbasic youngsters have problems with' 

perception. . the. ability to organize, compare ajwi cssign meaning to 
"thingr. in th^ environment 'that are heard or 'felt or seen. The ^chi ldren 

al^so demonstrate distractabiliiy, perseveration,^ and Kyper'activity. " 

Intensive language therapy 1:>disually recommended. , ' 

DYSARTHRIA , 

^ V Dysarthria can be described'as weakness, paralysis :r * 
incoordination in speech because of damage to the brain, the ,nerves 
kadfng from it, tor the muscles , which 'are responsible for the movement ' " 
•of^uhe speech mechanism. It sometimes occurs fn people who have had strokes 
^r, trabjmatiQ brain injuries. It is not like aphasia in that it does not 
affect language, but rather the'-act of speaking. In other words, the ^ 
patient does not have trouble finding the wprd,^ just pronouncing it. 
Often] "dysarthria and aphasia go togethei" bequse of the proximity of 
the^ areas of ^the brain responsible for langijage and for movement. 

^Other"k.inds ^of problems result in dysarthria as well. Cerebral 
palsy is ^r^'ffer red to as childhood dysarthria. Polio acquired in eithpr 
^hildhood or .adulthood can result in paralysis of the speech mechanism 
and dysarthria. Many adults develop a pr^^gressive condition known aar 
Parkinsonism. They appear very rigid, move slowly and have a persistent; 
tremor. They also become .increasingly more dysarthric v^s the disease 
progresses. People with multiple sclerosis or muscular dystrophy or 
facial nerve paralysis may -also be dysarthric. 

When a client is dysarthric his articulation may be slurred and 
imprecise because of the paralysis. He might have trouble closing his 
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lips for the bilabial sounds or mai^ntain^ing a smooth fTow of air for 
/s/. He might sound hypernasal because of paralysis cf the velum and 

the resulting air escape thrpugrf the nos'e. Some post-polio clients 

* \ • 
t 

that have ^elar paralysis, for example, sound like cleft palate patients. 
Voice qualify in dysarthria may be harsh and strained, or breathy and 
weak. The patient may not be able to vary the pitch .level or the 
loudness level arnd thQ stream cf conversation may go along without arVy 
inflectional variations. This makes speech very difficult to understand. 

In evaluating these spe'akers we must bd aware of the limitations 
based on the physical i^nvol vement. There is just so much we can do if 
the paralysis is extensive. We need to test for the excent of motor 
control of the speech musculature . . . how well the patient can move 
his* tongue, how faftf* how smoothly and now far."* Theraoy focuses on doing 
the most w>th the abilities that'remain and giving the client speech 
thaT"iVas clear and intelligible as possible. 

In dia'gnosing dysarthria, we need to differentiate it from a 
problem called 'apraxia. Apraxics do not;have p^^alysis or weakness 
or incoordination of the muscles of speech, But they often sound as 
if they do. Sometimes their speech produation^will be normal. The 
kind of damage tha^t they sustained has resulted in difficulty in motor 
formulation for speech. The articulation errors are inconsistent, 
movements are sometimes uncontrollable, and the problems get more 
serious as* the words get longer. The patients speak slowly and in an 
exaggerated fashion in an attempt to avoid slurring. As with dysarthria, 
apraxid can occur along with aphasia, 

AUTISM 

Autism is a serious form of mental illness in children. The ' 
id * 56 
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cause *^emains a puzzle although some experts have blamed disinterested 
mothers and others have said there may be some brain disturbance , 
inherited at birth. As infants, autistic children are often described 
by the parents as "self-sufficient*', "in a shell", "happiest when 
left alone", "acting as if people weren't there." They show the 
following kinds 1)f behavior: abnormal interpersonal relationships^ 
lack of eye contacfe< limited emotional attachment to the parents^ 
little or no variation in- facial expressions^ 4:ife child does not join 
any grdup activities; shows little emotionf andAntualistic and 
compulsive behaviors. Autistic children are also generally thought 
to display delays in speecK and language development.* 

" Autistic children have a good relation to objects in that they 
are interetsted in them and can play happily with them for hours. 
Some dev^elop speech and language^ others never speak. Many autistic 
children have been found ^to have excellent memories for block designs 
and rote memory tasks. For example, after several days they are able to, 
rearrange blocks in precisely the same unorganized manner. They seem 
intelligent in some ways and severely retarded in others. They are very 
difficult children to care* far. 

In the* treatment of speech and language disorders in autistic 
children'^ behavior modification techniques are often used. The 
clinician rewards any attempt at speech with a pleasantstimuli^^ The 
rewards are then given only for closer and closer approximations of 
correct words. 

ASSESSMENT OF SPEECH AND LANGUAGE" DISORDERS ^ 
In assessing the adequacy of speech, we are looking at its 
effectiveness in communication. The speech pathologist's purpose in 
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assessing a client's speech or language behavior is to describe and x 
to observe behavior. There a^re a' ruimber of ways of gathering information. 
These are standard tests, case histories, and informal or non-standard 
tests. The purpose of administering any test to a client is to accurately 
report a behavior qwi itati ve l >y (how much or how often it is observed), 
!h a case history, a second method of gathering information, the client 
or an informant 'who knows the client supplies information about the 
client. This can be ^ parent or guiirdian or nurse or other professional. 
The one serious drawback with this method is tha^ recalling information 

•from memory is extremely unreliable, generally, 

t- 

In assessing any client, the clinician has in mind three 
objectives. The first objective^is to determine the nature and severity 
of the speech defect. The seccffid is to determine a prognosis, how much 
Improvement can be realistically expect;ed. We can aim improved 
<;peech for a severely cerebral palsied client but we would not expect 
perfect speech. The third objective is to determine and plan appropriate^ 
therapy. There are various aspect*; of communication, that can bg assessed. 
In examining the client's language behavior there are a number of 
parameters to be observed. Vocabulary is the nujnber of-words a person 
can not only recognize visually or auditorily, but also the number of ^ f. 

words he can ase correctly in spoken or written communication. Syntax 
or grammar is the usable knowledge of how language works. There are 
various kinds of tests designed to give quantatative data on these 
parameters. Vocabulary tests are usually admi^nistered by having the ^ 
child make a selection or, choice from a group of possibilities after the 
examiner has said the word that is to be tested. A certain number of 
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words must be in the vocabulary if the child is to express an idea 
verbally, but there is no certain list of words that the child must 
havg. Language comprehension and -language usage tests measure the 
child's ability to assign meaning to linguistic symbols and to rearrange 
symbols in order to sequence them. Informal measures such as the average 
length of response judges social maturity and gives a starting place for 
work in therapy. Language tests are needed for those with brain injuries 
.or retardation or for children that appear to be delayed in language 
development.. ' - . 
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Just as language sftov^ Jim "what" is spoken, articulation 
indicates the "how". It is what is often called pronunciation. 
Artictalation i-s sometimes defined as the manipulation of the breath by 
the tongue, teath, lips and the resonators. Articulation tests measure 
correct production of sounds or words in isolation or in context. 
Chi^Jren and adults that appear to have trouble pronouncing or whose 
speech is not clear are recommended for articulation tests. 

Speech related a bilitie s such as respiration, pronation, orofacial 
structure, motor skills and sensory perception, learning abilities, 
personality and environmentjff must also be observed and assessed since 
they are all involved in the communication process. 

In assessing new clients (we aTso call it diagnosing or 
evaluating) we get a case history and also try to obtain medical, 
educational and psychological reports compiled by other professionals. 
Each client hgis many facets — strengths or weaknesses that may affect 
the therapy process. Often we engage the client in spontaneous 
'conversation or ask him to tell us what's happening in a picture. 
Listening carefully to his running speech gives us an indication of 
his language, articulation, . fluency, voice, etc. If one or more of 
these features is in question, we can give him any number of standardized 
or non-standardized tests to quantify his performance. In addition to the 
language and articulation testSy we mentioned there are special tests to 
measure comprehension, verbal, reading and writing skills of the aphasic. 
There are ways of recording the number and kinds of stuttering blocks, 
the quality of voice, the ability to move the, speech musculature, the 
skill of distinguishing some sounds from other sounds. 



It is important to make certain that the methods are appropriate 
,for the client. Kiddy pictures will not do for an adult* Asking a 
severely *i/tvolved cerebral palsied child to point to a picture which 
represe«^$. a word doesn't make sense. He might know the word and 
recognize the picture but hfe is unable to point. A child may have 
excellent language abilities in Spanish but v-ould score as low on an 
English receptive language test as most of us would on a Russian 
receptive language test. This wouTd not mean that we or they are 
language delayed or retarded, but rather that our development has been 
in another system or culture or code. If we use a test, we must fully 
understand what it is testing. We should not even report test scores 
that are not really relevant. 

Assessment is reyer complete; it is an ongoing process Ther? 
is always more to be learned about an individii':3il once he is in therapy. 
The initial evaluation however serves to give a basic framework for 
understanding where the client is, how far he can go, and what are some 
of the ways of getting there. 

THFRAPY 

Once the voice, speech or language disorder has been identified 
and the client's performance has been assessed, we have a better idea 
of what he can do and what he is doing. Therapy begins with 
reinforcement of tasks that can be successfully mastered and progresses 
in small steps toward the target goal.* In a delayed language youngster, 
the objective may involve moving from one word utterances to two-word 
phrases. In an adult aphas/fic it mjy be* the relearningof words for 
familiar household objects. The cerebral palsied older child may need 
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to improve control of his articulators. An adult with a voice prcp^m 
might need guidance in changing the habitual pitch level. 

With the objectives of therapy spelled out, there are a number 

of ways to progress. There is not any oiie method or procedure of therapy. 

Forcing a procedure which is disliked by the client or the clinician 

♦ 

will not get you anywhere. For some clients and clinicians a more open 
and unconstraining framework for therapy with much supportive counseling 
may work best. Kor others, a more structure4behavior model with 
predetermined steps and a learning-theory based program might be best. 

Lesson plans must be formulated with the particular clinician ii 
mind. Materials must be relevant. . . 4-r©% no childrens books for an 
adult with normal intelligence. Plans should be flexible enough to 
^lUow for change. Procedure5> should have come success bin It in so that 
the clients will not be discouraged. Carry-over activities based on 
those things mastered in therapy should be given as homework. The 
clinicians write out specific instructions to clients and parents and 
hospital staff and ask them to check off daily practice sessions. 

The therapy that you We been watching and helping^this semester 
has been varied. Yet, you have only seen a few of the many possible 
approaches. When you are professionals you will add your own. 
Hopefully, they will be relevant and goal di rected, d#»d you vrHl make 
careful note of performance at each session so that you can document 
the success or failure of your procedures. 

HEARING IMPAIRMENT AND AUOIOLOGICAL ASSESSMENT 

Hearing is the most critical means oT learning language and 
speech. When a child is born deaf or hard of hearing, there is need 



for a great deal of special help and training so that he can cope with 
the hearing world. 

^ The ear consists of three parts. . . inner ear, middle ear* and 
outer ear. Outer ear problems include things li,ke congenital atresia 
where the outer flap is deformed and the opening to the ear is closed. 

>1iddle ear problems include perl^orated ear drums, middle ear 

' <, 

infections, or lack of adequate movement of the tiny ear ossicles . 
(bones). If any problems occur in theater or middle ear, the patient 
will have a conductive loss. He will be hard of hearing but not totally 
deaf. A child that is hardfof hearing will develop language but might 
have difficulty pronouncing .some of the sounds that he cannot hear. 

When there is damage to the inner ear either before, during;or 
after birth, the child has a sensorineural loss and can be deaf. Drug 
use or the contraction of German measles during pregnancy can' result 
in this type of impairment in the child. Meningitis in childhood can 
also lead to a sensorineural loss. 

In adults, damage to the inner ear or to the nerve carrying the 
sensation of hearing to the brain can occur because of disease^ »r 
excessive noise^or the aging process. These losses can result in real 
problems in correnuni cation for adults^ problems that may be unrecognized 
or misinterpreted and need the intervention of speech and bearing 
specialists. 

TKe hearing specialist in our profession is cailed an Audiologist. 
He/she is concerned with the identification of hearing problems, the 
diagnosis of the condition ^and the remediation of the problem. Ynu ■ 
are about to be given a tour of the audiological 5uite. The Audiology 



professor w^n demonstrate the kinds of equipment used in testing hearing. 
He will show you the pure tone audiometer and demonstrate its use. He 
will also show you impedance audiometry which indicates how well the 
eardrum is functioning in reflecting sound. He will demonstrate^use of 
hearing aid:, one of the principal methods of rehabilitation in hearing 
impairment. 

Audiologists work with infants, with children^and with adults. , 
Some are in hospitaj settings or work with private otologists (ear 
doctors) or hearing ,aid dealers. Some are in research laboratories or 
at universities. There are Educational Audiologists that test and treat 
children in the schools. There are Audiologists in industry that are 
concerned with maintaining healthy sound levels s«-« to protect the 
hearing of the employees. Many Audiologists spend the bulk of their 
time in aural rehabilitation ^teaching patients to improve their 
abilities in speech reading (lip reading) and getting the most out of 
the hearing that they have. ' ^ 

When a child is deaf or hard of hearing, the combined effoj^ts of 
the Audiologist, Speech Pathologist, and Educator of the Deaf are geared 
to helping hii"n get the most out of his environment. Deaf children are 
taught eiilf^ by sign language^^ a completely oral approach or a 
combined system called total communication. Total communication is the 
method preferred by the Education of the Deaf faculty members on our 
campus. H 



III. GUEST LECTURES ^ * t! 

^ CONGENITAL BIRTH DEFECTS 
Dr. Devihder Chopra, a locaV neonatqlogist, spoke to a joint 
meeting of faculty members ^graduate and 'undergraduate students and 
trainees involved )vith' the satellite programs. He is a pediatrician who 
.specializes in caring for the infant for the first 30 days of life. 
Dr. Qopra presented slides and gave descriptions of various congenital 
birth defects. 

A congenial birth defect is an abnormality that is present 
when a child is born and is due to hereditj^ry or prenatal environment. 
There are certain identifying characteristics involved with many birth- 
defects. Som common birth defects and their stigmata (signs and 
sjrmptoms) that Dr. Chopra discussed were: 
Downs *s Syndrome : 

The child's facial -tfeatures are marked by an excessively large 
tongue and a small mouth^^ There is an extra fold of skin tissue around 
the eyes, giving a slanted appearance. The child may also have incurved 
pinkies. Children with Down*s syndrome are usually obese, docile^ and very 
easy to care for. They generally have low. intelligence, and may have 
other defects such as heart problems or cleft palate.^ Down's syndrome 
is sometimes called Mongolism and occurs most frequently when the mother 
is past 40. 
Apert^s Syndrome : 

This syndrome is generally associated With cleft palate. 
Because there is premature closure of the sutures of the head, the 
head has a very odd appearance. There is generally webbing of the 
fingevs. These children may or may not be mentally retarded. 

m 
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Trainee and clinician working with Spanish-speaking Downs-.Syndrome- 
, . chi'^d'at rural satellite 

Klippel-Feil Syndrome : 

This syndrome is associated with congenital deafness and the 

child has an unusually short neck and^low hair line, 

J 

Pierre Robin : 

The defect is characterized by an underdeveloped mandible 
.(lower jaw), lack of growth of the external .and middle ears, cleft 
palate and a small tongue. 
Blueberry Muffin Syndrome : 

This defect causes an enlarged liver and spleen, and spots on 
the body. This defect is related to the rubella syndrome and deafness 



is common ^ . ' 

Pendred/s Syndrome : ' > ^ 

This condition is marked by goiter, a swelling of th^T^hr^id . 

gland in the front of the neck, and may be^^associ'a'ted with deafnesst, 
■ Waardenbtfrg's ^Syndy^ome ': ' , . 

- ' The identifying characteristics of this .syndrome are a wfiite 

lock of hair ngar the forehead and different colored irises'. Deafness \ 

is the most. serious feature of .thi.s congenital anomaly. 

Treacher Collins Syndrome :' " ' 

There is lack of development of the external auditory meatus 

(ear)^anci an extra layer of skin tissue on the eyelids, .but there is 

generally no mental retardation. 



The trainees gained f ami 1 iarity. with a number of congenital 
birth defects and an understanding of the'^'many problems and implications., 
In spite of the existence of a very unusual appearance, many birth 
defective children have normal intelligence and good potential. Others 
can be helped with a variety of remedial procedures., 

LANGUAGE DEVELOPMENT IN MINORITY CHILDREN § 

Gloria T.^ Weddington, Ph.D., a sfpeecq jiathology professor at^ 
San Jose State University, gave a lecture to the trainees, the graduate 
student clinicians involved In tTre-wtel 1 i te program, other students in 
speech pathology^and faculty members on the subject of language 
development in Black and Chicano children. 

Dr. Weddington began he^^ talk by giving the average ages at 
Which most children develop verbal language. Dr. Weddington said in 
her observation of Black and Chicano clients who are developing language « 
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skills, these linguistic structures emerge at the same time and in the 
same order. Despjte theories to the contrary, Black and Chicago children 
are not inherently slower in developing language skills than other children. 

Black mothers do talk to their children. However, thej^do not ^ 
often read to their children, generally. Middle class white mothers, on 

the other hand, do read to their children, in e^ddition 'to talking to them, 

■A 

It is through the interaction of a parent talking with a child and ^ 
hearing other siblings and parents taltc that a child learns how to use 
and understand arrd-4edw language,' 

\- All children learn the culture to which they af^e exposed, so- 
it is incorrect to say that some segment of the population is without 
culture. Cultures vary fronl^one group of people to another,' One^j's 
not bettejr or worse than another; ^only different. Many children' from ' 
minority cultures are seen by speech pathologists not because they 
demonstrate true speech clisorders but because they have learned 'the ] 
language' of their culture, whic^ may be different front, the language that ^ 
the majority of people use,; Variations of .language (dialect) are not - 



considered speech disonders. Because ' chi Tdren are members of the same 
minority group does not necessartTy mean that they should be placed , 
toget;her *for speech therapy. Their level , of develoilmeV.t, organic ' ^ 

involvement, andAnature and extent of. disorder ^should be the prime > 
concerns. ' , / 

INTERPERSONAL CLINICAL i)YNAMICS . . ■ • . 
. Dr. Don Dorsey,^ professor and counselor at Cal iforrTia 'State t ' 
University ^No^thridge, presented a .'lecture/demonstt*at\on on interpersonal . 
dynamici. Clinicians, trainees, faculty members, and community professionals 
attended. He discussed the differences bijtween the superficial contact \ 
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and the human encounter. The helping relationship which speech and ^ 
hearing clinicians attempt to establish is a human encounter with a 
goal of communication behavior change. Helping is risky; the effect 
may be hurtful rather than positive' or neutral. Our expectation of 
the client^s progress ^is a critical issue. If we do not truly expect 
any positive change, we might cons^i :er removing ourselves from the 
relationship. 

Dr. Dorsey supervised the students in a number of exercises 
designed to learn mc^e about interpersonal dynamc^s. Those who 
attended were encourage^' lo breal? into small groups and do^ things such 
as milling, eye-balling, following non-verbal cues, listening intently 
without interruption, etc. The students were then invited to share 
their feelings and impressions related to the exercises. Most left 
with an increased awareness of the need to understand our own motives 
and thie image we project. 

SPANISH/ENGLISH SPEECH VARIATIONS 

Maria Sanchez, a bilingual Speech^Pathologist at San Diego State 
University, addressed trainees, clinicians^anc* faculty members on some 
of the differences between Spanish and English. In addition to the 
obvious vocabulary differences, Professor Sanchez described structural 
divergences .in the grammars of the two languages. Use of pronouns, 
tenses, question formation, etc. is quite different. As a result, a- 
number of linguistic "goofs*' of different types result when a native ' 
Spanish'speaker attempts English. These "goofs" are largely oredictable 
because of the interference of one known language system on another. 
The teacher must understand the structures of both languages so as to 
use effective means of analyzing and modifying the "goofs." 
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Phonological (sound) differences are many. There are sounds of 
English that do not exist at all in Spanish, aqd many that are similar/ 
but are produced differently. Because of this phonological interference, 
many Mexican-American children will demonstrate articulation differences. 
If a teacher .or s;,^ech pathologist is aware of the sound variations, 
he/she will be able to distinguish between linguistic differences and 
real developmental delays or distortions, 

HtALlH PROBLEMS IN WEST FRESNO 
. Noel Smith, M.D,, spoke on the health problems that are peculiar 
to the population of West Fresno, ^which' is largelyBlack and Chicano. 
Dr. Smith, specializes in gynecology, obstetrics and family practice. 
Among the problems that are found in West Fre^o is the near 
non-availability of medical help. Although there are Black physicians 
in Frfbo, there are not enough to properly provide services for the 
entire population of West Fresno. There is one small .medical center * 
located in the southwest portion of Fresno. At this facility there are 
a number of doctors and dentists in private practice, but there are no 
emergency facilities and no beds. >A second health related problem is 
the CO of health care.- Due to the cost of medical care, a large number 
of the residents of West Fresno cannot afford health care. Some physicians 
limit the number of welfare patients they see because of a reduced 
schedule. 

§ome health-related skills seem to be acquired with further 
schooling. Preparing nutritious meals, reading a thermometer, giving 
a sponge ba^h are just some of these skills that are lacking in the 
under-educated. By providing education in these areas it is possible to 
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raise the level of hygiene and care. 

The overcrowded pfrtient list of pediatricians in town is also 
a problem Referring a patient to anpther doctor may. require a long 
wait which may waste valuable time. The problems of health care in 
West Fresno could be partially solved by an increase in the numbers 
of Black* and Chicano physicians, other health professionals^and 
community facilities. 

CLEFT PALATE AND HEARING • 
During summer session approximately 30 students, facuUy, 
trainees and area professionals in speech and hearing attended a 
lecture presented by Darryl E. Norton, Ph.D. Dr. Norton, a speech 
pathology professor at Federal City College in Washington, D.C., spoke 
on "Cleft Palate and Hearing Loss." His presentation was based on his 
dissertation research at the University of Pittsburg. The study was 
prompted by the accepted finding that otitis media (middle ear 

> 

infection) is universal in the cleft palate child. The tensor palatini 
muscle does not function properly in Eustachian tube activity and does 
not provide for adequate middle ear aeration. The otitis is transitory 
and is often treated routinely with myringotomies (draining) or 
> tympanostomies (placement of tubes in ear). Almost all the children 

develop otorrhea (inflammation of the ear) as a side effect of these 
treatments , 

Dr. Norton selected a group of cleft palate^chi fdren between 
the ages of 4-7 years old who had nO additional congenital anomalies. 
A number of these children had had ongoing ear treatment at the 
University of Pittsburg. Another group from West Pennsylvania 
Hospital had had virtually no routine ear care. The subjects were given 
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a number of examinations including otological, audiometric, (both 
pure tt)ne and impedance), language, articulation, intelligibility 
ratings, hypernasal i.ty evaluations and measures of velopharyngeal 
activity. 

s 

Those subjects that were patients at the University of Pittsburg 
Medical Center appeared to fall into three categories: those that had 
had good' ear care, those with fair ear care and those with poor ear 
care.. The last group were primarily those who lived in rural areas 
and could not readily commute to the city for follow-up treatment. 
Those with good ear care were .seen every four months for 4 years. 
The otological evaluations were made wfth a negative point system which 
figures all episodes of otitis media during the time period indicated. 

ti 

Impedance audiometry was of great value in formulating the diagnosis ' 
and was slightly tnore accurate than the otolog-'st in indicating the 
presence of fluid in t^e middle ear. 

Nfdny criteria were examined: age at time of palatal surgery, 
economic status, type of cleft, pre-School training, speech and 
language therapy, etc. 

It was found that the group with ear care averaged a 13 db 
bilateral hearingMoss (0 db^bone conduction) and the no ear care 
group averaged a 21 db bilateral loss. These losses are minimal 
and should not be critical in language development.. Neither group 
demonstrated significant language or speech problems and there were no 
.significant differences between the groups. The relatively minimal 
hearing threshold reduction might explain the lack of serious problems 
in the experimental groups. One factor that wa^ notable was that those 
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who had had palataT repair between the ages of 17 and 22 months appeared 
to have the best speech. Those 'with repairs before 11 monthsCwhen 
inadequate maxillary (upper jaw) growth or the trauma of hospitalization 
at a critical developmental period might have intervened^ and those 
repaired after 25 months^ which appears to follow a critical 'expressive^ 
speech developmental pairiod^did not do as well. 
X Dr. Norton stressed the limitations placed on children who have 
tympanostomies; . . no swimming, ears must be covered ♦ constant • 
follow-up Visits, powTi>4^e^=9^i^fchad , etc. In view of these psychologically 
upsetting factors, and in ..view of the lack of real difference between 
those children with good ear care and those with no ear care, he would * 
advisie surveijlance without foutine medical intervention for otitis 
media- in cleft pBlate cMldren. ' ^ ' 

INFORMAL MEETINGS: TRAINEES. AND MINORITY PROFESSIONALS 

Al 1. minoritjr p/ofessional s invited to campus as guest lecturers 
and/or consultants for the AHEC/Communicative Disorders project met 
informally with trainees, the purpose of these sessions was a frank 
interchange of experieriqes, problems and suggestions and, as such, will 
not be reported in full., Several points were repeated however in all 
of the meetings and thes*=» warrant sharing with the readers. 

All the professionals offered encouragement to the trainees, and 
underscored the need for their services and the errployment opportunities 
that exist for them across the country. The trainees were encouraged 
to improve their writing skills, -to pursue doctoral 'programs , to become 
experts in a variety of sub-specialtiesu to be trained to work with 
many kinds of disorders. They were also acTvised to maintain sensitivity 
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to cultural differences and to continue coirmunicating with those with 
less schooling. 

• The visiting professionals displayed real enthusiasm for their 
work and appeared to share a love and concern for pe'ople. The warmth 
and the sense of cofmiitjlfment were apparent to the trainees and reportedly 
served as very positive motivation in their continued academic pursuits. 



IV. A LOOK TO THE FUTURE 

Aniong the objectives of the AblEC/Communicati ve disorders project 
was the production of a manual of instruction and organization which would 
serve as an educational model for similar programs. This publication 
represents that objective. It attempts to detail the implementation 
of the project goals and presents the basic content of the instructional 
sessions which were held for the trainees. 

Moreover, this section summarizes the highlights of a more 

formalized objective assessment of the project impact which was 

conducted by an independent evaluator. 

It 

The dynamics of the team interaction are difficult to put into 
words. Six of the eight trainees were excited enough by the experience 
to request admission into the Communicative Disorders major. Their 
sensitivity to problems in communication and their familiarity with a 
variety of clinical syndromes should ^provide them with a real 
advantage as they begin the basic goiTrsework. Their presence in the 
department should present Communicative Disorders as a major in which 
minority students can study' and succeed. 

In anticipation of the inevitability of project termination, an 
effort has been made to create some didactic materials that can be used 
by minority students and others to gain an awareness of the speech and 
hearing professions. Both this manual and audiovisual materials 
developed through the grant can be used to serve this purpose... 

The sixteen participating graduate student clinicians (eight 
during the spring semester and eight others during summer session) agreed 
that the off-campus satellite experience was excel lerrt and invaluable. 



They had the opportunity to work with a variety of disorders totally 
different settings. For many, the experience has resulted in a change 
of professional goals. , . more interest in pursuing the M.A. and 
working in hospital settings. The clinicians found working with the 
trainees a fine learning experience. Several stated that they wished 
they had had this opportunity, and that the trainees would make good CD 
majors and excellent clinicians. The students felt that the screenings 
were hectic but provided an excellent opportunity to become aware of 
normal language in children representing a wide ethnic mix. Graduate 
students and trainees alike felt that continuation of the satellites is 
necessary for adequate professional training and is critical in terms of 
providing services to under-served areas. 




Trainees working with' severely handicapped cerebral palsied child 
at extended care facility 



A large number of letters from clients, families of clients, and 

program administrators express appreciation for the quality of services 

provided by the AHEC/Communicati ve Disorders project to the community. 

To insure continuity of quality services, an objective of the project 

was the stimulation of development of permanent speech and hearing . 

programs in pre-scnool, rehabilitative^and community facilities 

throughout the valley. By demonstration of need of these kinds of 

services and by setting an example of professional expertise, it was 

hoped that local agencies would be prompted to fund speech and hearing 

services at a variety of locations. The period of time of active 

implementation of the project was short. Although there has been no 

immediate community- supported takeover of the satellites, many , 

encouraging developments have occurred. The administrator of the 

extended'care facility has been conferring with other administrators 

on the possibility of hiring a qualified speech pathologist to serve 

* a number of nursing homes. (At present^ no nursing home in the valley 

« 

has a staff speech pathologist.) The county hospital is. considering 
inclusion of , a speech pathology program for the 1975-76 fisc-^ -tar. 
The county Headstart is hoping to develop its own speech and language 
program; especially in the light of the recent coirmitment to include 
handicapped children in the program. The cities' Early Childhood 
Education Department has seen the need for these kinds of services and 
is hoping to budget for them in the future. The campus ACTION program 
is considering funding of a part-time supervisor position to afford its 
students the opportunity to work on community speech and hearing teams. 
Some of the rural communities have become familiar with the services and, 



although local services are not likely, transportation systems are being 
considered so that clients can be brought to the campus and/or other 
clinics in the city. 

The 1,054 children screened, the 97 clients diagnosed, the 55 
adults and children receiving therapy, the 8 trainees and T6 graduate 
student clinicians attest to the positive impact of >tiie program. It 
is hoped that the AHEC/Communicati ve Disorders project has provided a 
model for similar programs throughqut the country. 
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APPENDIX A 

BASIC IN-SERVrCE LECTURE TO NURSES, TEACHERS, AIDES 
I believe that language is an inborn phenomenon that is ^ 
species-specific to man. It is what makes man unique and is part of 
man's genetic code. All humans have the potential for language. Other 
species do not. You m^y note that bees give signals, that chimps ' 
can give signs, that dolphifts have been known to do'clever things. 
Nevertheless, only man can spor^eously ini/itiatwnB an infinite number 
of sentences. All over the world, chi Idren^develop language in a 
systematic and predictable way. . . very much the same in spite of vast 
cultural differences. Some parents don't talk'very much to their babies^ 
others talk them to death. The products of both thesQ environments 
usually begin to use language in the same way and at the same time. 
Language emerges. . . first the receptive aspect or understanding; * 
then the expressive qr verbal. . . and all this time almost immediate 
skill in associating meaning with the speech sounds. 

You may discuss exceptions to the rule. Children that have been 
totally isolated, raised with wolves, etc. have bad luck. Although the^ 
original potential is there, the complete lack of human interaction 
seems to take its toll and these children die young and ar^e never 
normal injunction.. However, retarded children, deaf children, spastic 
children. . . although their' progress may be slower than normal,, can 
and do learn language in a similar pattern. . The biological time table 
is there although it is slowed down just a Uttle. Primates, no matter 
how mucn love, attention, learning strategy, etc, do not ever develop 
oral language as we know it. But, in man, derrivation must be absolutely 
extreme in order for a child not to develop language. 
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Hearing, the auditory modality, is the primary means of acquiring 
^ langu-age. The potential is there. . . but the particular language that 

the child hears in his environment is (he one that will become his 
motjier tongue. . . be it Russian, Japanese, Xhosa or Engljsh. The ^' 
particular words , sound system, grammatical forms are all incidental. \ . 
' the basis for learning by listening and then expressing concepts by 
means of words is universal. What happens with children born deaf? 
They have a very difficult time wi^h language and requ'^re significant. . 
special education during their early years. Children born blind have no - 
language problems generally. Although lang.uage and ijiteTlect are 
related, deaf children can indeed have high abilities- and be^in to 
blossom when language training is intensive. 

There are many ways of explaining language development. . . and 
each author will give some.^mall variation of the time table but let 
me give you one representative account of the stages of ^merg^t 
language development. During the first year of life babiesr began ^ - 
recognizing inflectional *pattern$. . . questions, bawling out, general * 
meaning of somej of the simple things you said to them. Expressively, 
>they babble and cryy. The kind'of babbling that they do may differ 

with the langu^iges that are heard. Chinese babies a^e said to babble 

/ 

with an inflection that suggests that they are differentiating tone 

i 1 ' 

as is done in the Chinese language. They begin to speak in jargon, 
putting together babbled syllables in such a way that >ou used to think 
they were reaily saying a lot . . even though you can't quite 
understand what. ^ f ^k. 

Around the time of the child's first birthday . . . true words 
'emerge . . . bye, bye, upj milk. ^^The sounds produced most easily are 
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some of the vowels . . /'I. a e/ and consonants lik' , g, b/. 

0uring the second year of lif6 the child begins getting really 
sharp in understandiqg the"^speci f ic meaning of most commapds and-, 
statements. Expressive speech develops slowly with more and more single 
words for things. After 18 months, the child begins putting words- ■ 
together in 2 or 3 word sentences.- By the end of 'the 2nd year of Ijfe 
the child may have as many as 250 words in his vocabulary , . . lats of 
nouns, some action verbs and a few adjectives. 

The third year is an exciting one and they^e is accelerated 
improvement in all of the priyiously learned linguistic skills . . , 
larger vocabulary, better uraerslanding, longer sentences.. Many children 

seem vto talk every waking hour when they are approaching 3. Sounds and 

y ' 

intelligibility improve, personal pronouns and other parts of speech 
emerge. Language may not be completely correct ... in grammar or 
even in pron^unciation . \ . but tt is^generally good enough to make 
wants known and is undcrstcyod'by .those in the environment. If most^ 
of us were able to understand^ and speak a foreign language as well as 
a 3 year old uses his mother tongue, we'd t)e pretty proud of our 
abilities. At this point in time the child, is on his way , . . , 
refinements corn? latef. vocabulary keeps increasing all through life . 
but the basic 1 inguistic /cibil ities have emerged. • ^ 

What kinds of things can you expect from children in pre-school? 
."^ery roughly, we expect 3 year olds to frequently use sentences of 
3 wordsYjl .year olds to use sentences of 4 word:>, 5 year olds to use 
sentences of 5 words or more. The number of words is only one factor;* 
the coiDplexity of the sentence structure is also important.. The 
sentence . , "I see shoes * socks, pants, sM^; coat, hat, mittens" 



is long but the sentence "I thought I saw th-em there" is more complex. 

AlUiough most children have no trouble with the vowel sounds in their 

•languages, some of. the consonants sounds afe not mastered until after 

Sgeoerally . . . Hke/r, 1, s, t^, B / . It is not unusual to ' 

fine ..lany errors in these sounds in the average kindergarten class. 

Without any Intervention at all, the errors usually-' self-correct in 

first grad" nese sounds require a more complex, more refined combination 

of physical adjustments and nf^ to wait ui.til the child is ready in 

terms of his motor control. After the age of 7 we expect that there 

/ 

are no further errors. When there are, speech pathologists try out 

their ski 1 'S. 

This is not to say that we don't get involved earlier. Indeed 
wp do. The majority of our caseload is preschool. Why? Well, when 
children are, not developing language, are not putting 2 and 3 words 
together to form sentences, are misarticulating so very many sounds 
that their speech is virtually unintelligible, then we have to get busy, 
ir i:he child has an obvious organic defect liNe deafness, cleft palate, 
retardation, cerebral palsy, we can" begin working with him or her at 
2 or earlier. If there is no apparent organic problem we usually begin 
working with t^^e children at 3 . . . because th^a^t is when parents begi^ 
getting concerned about the chi Id ' s^ devel opment. 

At about 3, the child may begin hesitating, repeating, blocking. 
Ue think this as normal dysfluency and we expect some of it in all 
childr-en. How does this normal dysfl^uency grow into stuttering? 
We are^ not real.y sure. We don't know or understand the causes of 
stuttering. We know that jt is aggrav "ed by environmental pressures but 
we don't think the. is the whole story. Some kids have horrendous 
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pressure and tension in their lives and never stutter; others grow 
up under what would be considered ideal, accepting, non-pressured 
atmospheres and do stutter. We continue to recommend however, that 
parents and teachers cool it, that they do not label the child as a 
stutterer, that they do not correct constantly with comments Vfke 
slow down-'or'stop-^ and ''S tart overhand 'don' t talk so fast''or"think 
what you are going to say first." We still recommend that the adults 
work on making the child feel good about himself, show love for the 
child unconditionally, and make communicating a satisfying experience 
for .Jm. 

By the time the child is ready -to enter first-grade he should 
be able to handle spoken language well enough to follow instructions. 
He should be able to understand information and to follow directions. 

Children who speak Spanish or Black English have all of these 
skills. They have learned to produce the words and sounds and 
inflectional patterns they hear in their environment, and most have 
learned them beautifully. If the child has internalized the rules of 
his mother tongue, he has no language problem as far as we are concerned. 
If he is to learn Standard English, he should be able to learn it 
easily enough as a second language. We however have the responsibility^ 
of learning more about his language and cultu.^^ and developing better 
means of evaluating his performance. 

The problems with which we must deal early are things like 
cleft palata, cerebral palsy, all types of brain damage from the 
hyperkinetic minimally involved child to the severe mental retardute\ 
hearing losses secondary to otitis media and profound deafness, 
stuttering, voice^problems because of nodules, multiple articulation 



* 

errors which render speech unintelligible and language dealy for no 
apparent reason. In helping to remediate these problems, speech 
pathologists must evaluate and diagnose, provide appropriate therapy 
and work with physicians, nurses, teachers, parents and many profess^*onals 
who are concerned about the child. There are many of us that are 
certified, credential led, licensed and ready to help you. 
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APPENDfX B 

INFORMATION PACKET 

Language, Hearing and Speech Clinic 
California State University, Fresno 
Fresno, California 93710 



Date: 



We are in the process of scheduling ^ 

for a diagnostic evaluation. In order for us to establish the 
appointment, we will need recent medical information from a physician. 
If the individual who is to be evaluated has been seen by a physician 
within the last three months, please let us know the date of the 
examination and the name o'f the physician so that we can send a medical 
form for him to fill out.. Also, please sign the enclosed authorization 
slips and return them to us as soon as possible. These authorization 
slips permit us to receive the medical reports which will allow us to - 
go ahead with the scheduling of the appointment. 

If tiere has not been a recent medical examination, please arrange to 
have one and send us the date of examination and name of physician after 
you have seen one. 

The earlier we receive the medical report, the sooner we will be able 
to schedule the diagnostic evaluation. 

^ Sincerely, 



Clinic Director 
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INFORMATION PACKET 

^California State University, Fresno 
Language; Hearing^ and^Speech .CI inic 
Rqom 125V Lab School 
Fresno, California 93740 ' 
Phone: 287-2422 



CHILD INFORMATION FORM* 



I. Gener^a 1 I nf orma t i on 
Name: 



BirthdSite: 



Father's name: 

Mother's name: 

Address: ' 

City: 



County: 



Referred by: 
Address: 



family Physician: 

Address: 

School : 



Time: 
Date: 
File: 



Age: 
Age: 



Phone: 



Occupation:. 



Occupation; 



S^ihool Dis^rict: 



Phone:. 



Phone: 



Grade: 



Teacher: 



Brothers and Sisters (including names and ages): 



Statement of the Problem: 



Describe any other speech, hearing, or language problems in th^."' 
fami ly: ^ 



8: 



Father's Education: 
Mother's Education: 



II.' Prenatal and Birth History 

'Conditions during pregnancy:- General Health 

Accidents 

Length of pregnancy; Illnesses ^ 



Birth Weight: lb. oz. Medical Care 

Length, of Labor Medication 

Number of miscarriages or stillbirths 

Age of mother at birth Father 

Birth di-'iculties and/or injuries 



.Circle delivery: head first feet firit breech Caesarian section 

h 

Feeding problems:. . ^/ 

- — • — . — ■ — — p — .—J- 

^^}' Medical History (fill in^approximate age. when -chi Id suffered the below 
il Inesses) : 

Measles Convulsions )[\llergies 

Whooping Cough Mumps ' Paralysis 

Pneumonia Hearing Problem Ear-ache 

Ear discharge Others 



Accidents : 
Operations : 
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IV. D evelopmental Histor y (fill in age when child began the following); 

Crawling ^ Sitting Standing . 

Walking . Feeding self Dressing self 

Completely toilet trained Prefers which hand ;> 



Using single, words _j--Combi ning words 

Difficult^' in walking, running or throwing 



V . Speech, Hearing, and Language Behavior 

Does child babble Coo ' Hum [ Sing Laugh 

Does child imderstand gestures Speech 



Does child respond to quiet sounds Loud sounds 

Does child use words to make wants and needs known 

Gestures ' 

Hew does the child's speech differ from others his age? 



What was your^first indication that a problem existed? 



Give place and date of any previous speech or hearing examinations: 



VI. general Behaivor 

Does Chi It! eat well Sleep well 



Respond well to family Other people 



Is child attentive Extremely active 



Does he bang his head, rock, or spin Play by himself 

Is he restless Does he lose his temper 



/ 

VII. School History 

Ts child at school or nursery Where 

Vihat time of day Name of teacher 

How does he/she get along at school 



VIII. Additional Information (add here anything that you feel might be helpful 
in the evalaution of this child); 
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CALIFORNIA STATE UNIVERSITY, FRESNO 
Language, Hearing and Speech Clinic 
Fresno, CA 9J710 

TO: . Date: 



RE: Birthdate: 



You have my permission to provide the California State Unive^^sity, 
Fresno Language, Hearing ^and Speech Clinic with diagnostic information 
regarding the above named client. 

Signed: Date: 

(Signature of parent, guardian or 
client if 18 years of age or older.) 

Witnessed by: Date: 



CALIFORNIA STATE UNIVERSITY, FRESNO 
Language, Hearing and Speech Clinic 
Fresno, CA 93710 

Release of Diagnostic Information 

The undersigned gives the California State University, Fresno, Language, 
Hearing and Speech Clinic permission to release clinical information 

concerning to medical and 

educational agencies involved in his care and education. 

-.Signed: - Date: 

{Parent, Guardian, or Client if 18 
years of age Dr older.) 

Witnessed: Date: 
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CALIFORNIA STATE UNIVERSITY, FRESNO 
Department of Communicative Disorders 
Language, Hearing,' and Speech Clinic 



Consent and Release Form for 
Photographs, Motion Pictures, or Video Tapes 

Consent Is hereby given to the Department of Communicative 

Disorders, California State University, Fresno, with the approval of 

, to take photographs, motion 

(school ,^ institution,^ agency) 

# 

pictures,, or video tapes of ^ , These photographs 

{my child or myself) 

will be used to train university students and demonstrate departmental ' 

activities to the general public. 

I understand that I will be able to view the photographs, motion 

pictures, or video tapes if I so request. 



Date Parent or Guardian 



Approved By: 



Date Chairman 



Department of Communicative Disorders 
California State University, Fresno 



Date School, Institution, or 

Agency Representative 



Date « Supervisor; 
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APPENDIX C 

INFORMATION FOR CLINICIANS 

^ I. Clinic : 

Each clinic session will last 45 minutes. The remaining 15 minutes 
of each session can be devoted to counseling parents, writing brief 
evaluations of £he session, etc, Keep a record of each of your 
client's phone numbers, in case of tardiness or absence. Keep a 
record of each client's visits. 

II. Conferences : 

Cases will be staffed on Fridays. Be prepared with comments, 
suggestions and pertinent questions about each ofr^your cases. 

III. L esson Plans : 

Lesson plans are to be written in the following form and are due 
on Thursday p.m. Lesson plans are to be written in duplicate. 
(May be hand written, but neat). A sample follows: 

Name of client: Dates of therapy: 

Diagnosis: , Name of clinician: 

Long range gools : (These should be written in terms of behavioral 
objectives.) 

1. To establish a level of verbal expressive language that is 
commensurate with age. 

2. To develop correct production of plosives in spontaneous speech. 

Short-term goals : (These should be rewritten weekly, as judged by 
^.he progress made). 

1. To establish /p/ in initial position in words. 

2, To develop 2 word strings in spontaneous speech. 
Procedures ; 

Mond^yr -Act i v i ties - ; 

1. This should correspond to short-term goal #1. 

a. A second activity, with the same goal as short-term 
goal #1. 

2. Activity with goal of #2 of short-term goals. 
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Wednesday: Activity 

3. goal #3 

4. goal #4 

5. goal #5 ' , . 

A short statement of rationale should be provided for each activity. 
Conments : (Use this part of the plan as a log of your therapy) 



/ 
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IV. Reports: 



A. The initial summary is a typed/ 'double-spaced statement of the 
client's problem and the behaviors he'exhibits during the first, 
part of the semester/ The initialsuiranary with some minor changes ' 
make up part'of,the qlients final summary. The following is the 
form to be used 'for final summaries. 



CALIFORNIA STATE UNIVERSITY, FRESNO 
Language, Hearing and Speech Clinic , 
Fresno, California 93740 



FINAL SUMMARY 



NAME: 

SCHOOL STATUS: 
ADDRESS: 

cm: . 

TELEPHONE' NUMBER: 
SEMESTERS IN THERAPY: 



BIRTHDATE: 
CLINIC FILE NO: 
DIAGNOSIS: 
PERIOD COVERED: 
DATE OF REPORT: 



to 



CLINIC SCHEDULE : 

Sessions per week [ 

Length of sessions • 
Number of clinic visists 



Clock hours of individual therapy 

Clock hours of group therapy 

Total clock hours of therapy 



I. STATUS AT BEGINNING OF THE PERIOD 

* In paragraph form iriclude a detailed discription of the iriitial 

^ complaint, present description of speech, voice, fanguagie or - 

development and general" behavior. ^ ^ 

This sev^n year old female was first seen .for a diagnostic 
evaluation at Cali.fornia State University Fresno, in 1969. At 
'this time, she was .found to be delayed in language developmerit. 
Verbal exprer'.ive language at that time was characterized by two 
and three word responses. Speech was characterized by multiple 
articulation errors, primarily omissions. 

At the beginning of the semester, her 9th in therapy, Jane's 
language, etc. - - 



IL SUMMARY OF THERAPY 



Here enumerate your goals for the semester. Write oik some of 
your procedures for accomplishing the goals. / 
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A. FltiAl SU MMARY ' ' < ^ 

Along v/ith initial ^unmary, add more information about 
' client*s progress and bef>aviorsMn therapy. 

^ * * . • - \ 

•III. RECOMMENDATIONS * 

Here wite the prognosis for^the person, if he should continue 
therapy. 



Student Clinician - ' * 

(type your name) 



Supervisor ^ * . 

(type super^'isor*s name) [ ~~ 

I* 

V. Diagnostic reports : 

•Diagnostic reports are to be written in* the following format (see 
following sheet),' using the attached form, and are due not more than 
three days after the client has been seen > Be sure the client has 
F'complete information packet. (This can be obtained from clinic 
secretary) and that releases have been signed. * ^ 



LANGUAGE AND SPEECH EVALUATION 



STATEMENT OF THE PROBLEM 



•V 

1 



This seven year old girl was referred to California State University, 

^jesno, iFor a ui agnostic evaluation by Mr. a social 

worker. The mother described the problem as " Include 

source of referral . 

dl STORY 

1) Include prenatal and birth history obtained from the. forms filled out 
by the parents, 2) development milestones, 3) any pertinent .medical 
history, and 4) social, family and school background*. 

OBSERVATIONS AND TEST RESULTS 

Include all of your observations and the results of testing in each area. 

A. Speech : 

B. Language development; 



CALfFORNIA STATE* UNIVERSITY^ FRESNO . 
Language, Hearing, and Spe^hXlinic 
Fresno, California' "93/40 



DIAGNOSTIC REPORT 
Name 



Date of Examination 



Birthdate 
Aqe 



CI inic 'Classification 
Examiner(s) . , 



Parents (leave out when not applicable) Clinical File'Nup^ber 

Address [ Informant ^ 

City • ' 

Phone 



Referred By 



'Address 



Occupation, Father (leave out when N/A) Phone * 

Education, Father (leave out when N/A) Occupa'tion, Mother 

(leave out -when N/A) , 



STATEMENT OF THE -PROBLEM (as presented when client c^tfie for help) 



HISTORY ' , . ' , 

• Prenatal and Birth ' ' • ,^ ■ 

Developmental " ^ 

Medical ■ 
jocixil -Family-School ' 

OBSERVATIONS m TEST RESULTS (including speech, .tanguage; hearing, peroral, 
"^and other diagnostic findings) 



DIAGNOSIS 
RECOMMENDATIONS' 
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Hearing : 



^ , D. : Peroral Examination :^ .. 

^Mi:1te.a'Std.tement Y)f the problem. - ^ ^ 



^ ^9oj^£><DATI0NS 



W^T^te what you feel^wotfTct be^appropr^ate treaftmeiit (therapy, jio therap^', 
, re-evaluation) ~and-inc1ud^ thVname -of any persprv or agency to~r3ceive 
, a^copy of the clients diagnostic report (doctor's, welfare Ufept. , 
school , speech pathologistv etcO. . • ^ . * 

Vr.v You*;will 'be^gr^aded in the Vol,lowin^>areas: - ^ 

- ' ^ Application of classroom knowledge to cljent's problem.- - 

' Basing procedures on relevant ratiiingl^. '.^ y 



4 



Ability to describe the therafTeutic program ^j^ith appropriate 
, * procedures, "^-^ ^ » 



Ability to appropriately select and use diagnostic tools.-' , 
Ability t6^ use academic rcsdurces. . / 

Ability to obsferve ahdj^dtfy.^^lient' s'^befia^ior.^ * ' ^ 

" . • ^ " ' * ^ 

Ability* to 'gain confidence of cliei}!f'« '\ . 

Ability to assess client^s i>rogress.. , , . <^ 

Ability to^ write concise* reports. ^ \ 

Punctuality. . . : ' 

Creativity. ^ ^. * : - v • . / l 

Flexibility. 



VII. The date fo^ final conferences will be announced*,* Be sure to 
bring to the conference your type reports,^ the cover sheet for 
final sumnary, the tlien^*s folder and both copies of your 
practicium hoi/rs. _ . ^ . ^ 
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* CLIENT. NAMR-^ ^ ' V ■ M ; ' 
. * fFlLE NUMBER ' ^ , .( 

■J. ^ > - • > / • » F 



• \ 



• * ' 'FINAL, summary' • 

(Should haVe typed fi-nal' 'report and folder) 



COPIES SENT TO: (1) 



.(2)- 



- -c 



4 ;i 



0) 



"T 



RECOfflENDATIONSj , 



IT* 



Return Spring 
Return Fall 



j» Return First Session - Summer 
Return Post SeslH^on - Summer 
Dismis^ \ ■ 



■V 
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APf^NOIX D 



/ • 



SAMPLES. OF DIAGNOSTIC* REPORT, LESSOM-T?LANS, 
.FINAL SUMMARY. REPORT 



The foMowitig is*a duignos'tic ^^fepoi^l;,, sdme le^Dn pjans and a- \ 
•'ii.nal sumrnary for a 23 year ol.d non^verbafrclient with oerebra.l .palsy. 
. jn^*-' T+ie cVient was seen in a ffCfsing •boroe on .a bi-weekly basis, A v 

description Of hrer behavior tfei'ore\therapy carv be found' in the diagnostic 
^rpf)ort7^- The pveraf) prpgr^s and recoimieiid^ttons 'can-tfe tognd In" the 
. final sumrqgry. J ^ ; j , 
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' ' -j" ■ -language; HEAWNG; AND SPEECH CLINIC " ' •VK. 

•v. California State University, Fres^fc . ' ' 

• • • ^' . ' Fresno, Ca>fforftia. 93710 • ' - * 

f ' . i ' PHONE:' 487-2422 ' ^ • - v o- ' • 

OIAGNGSTIC gSnbRT • ' CONFroWUL 

Name: . Diane ■ ... - ^ Date of Examina,tion: February 20. 1974 

fi irthdatfr^- ^ g-5^l-^ --^^ ^L • Clinic'ClassifijcatiorK_ jCerebral Palsy 

Age : - -^'23 years ' ^ \^ . Exami ner ( s ) :. . . , 

Parent?: — .: nie'li|jim6erT ' • " : 

Addre*ss': / , InfonK^nt: ^ '» V 

. ~T~ -T-T - ' : — : 

City: .F.-estio. Ca . ^ ^Referred by: ■■ 
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^Phone:^ . ^ Address: 

Occupati oa, , Father : ' * Phone : 



Education, Vather:^ ^'^ [ ' Occupation, Weather:, 



Eclucation r 'Mother: ' ' 



. LANGUAGE ANfl^SPEECH EVAIUATION ' 



STATEMENT .'OF THE PROBLEM 




upper 

and Spastic cantra^tioriS' of the lower extremities. She wears glasses • 
to correct myopia^. . ^-^ * 

Diane requir^es total nursing care. She must Jie secured. and positioned 
in a wheel chaijj. She does not foetd hersel f^i thout assistance. It 
wa$ reported that Diane has rd speech ^or language but attempts to ^ 
coOTiiuDicate with facial gestures. Diane hasxlffficulty chewing ^ind / 
swallowing.- She is currently on a soft diet and js- medicated on a 
daily basis.* v . ^ ' ^ 



: ■ ^ . 
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HISTORY 




Diane suffered congenital cerebral palsy spent 18 years j-rf a day 
care schbol for cerebral palsy cbildren'. DuJ'^ng this time Ae liVed 
with her rnother. She enjoys^- social activities, music,- crafts, etc.^ 
It has been noted thafeDiene resppnds positively to the istimulatiori.o^ 
events^ orftsidfe the hospital environment.^ 'It Is.reported t>wit Diane f{K 
.exhibited* receptive language abilites^irh aiUqw^her to respond in 
some fashion to the routine of daily living, Diar)§ has' receive* . 
physical therapy in the pasty but not currently ^receiving s^uch care. 

OBSERVATIONS AND TEST RESULTS *> • * 

_j ^'2: ■ -.-A -'_ 

X ^ WTOR 'ACTIviTYT Diane exhibits athetoid mSyen^snts of the iipper*^ 
extremities. She did not^exhibit the ability to,grasj) objects and hold 
them for any length of tim, The.ieft^iand seemed more' severely involved 
t|ian the right hand. Her posture in the ^heelchafr yas^not erect .^Hilith - 
astistarice,^ she was placed in prdper sifttng position with hefr* hands * ' 
directly in front of mid-torso and Ss^yed to maintain thfS- position for 
a' short period of time. She maintained this posture for/appro;(imately 2 
second^.*. When asked to point tp pictures «nd pbjecits she did not*exhibit 
the ability to voluntarily -produce the necessary jootor act, ' > / 

B. ORAL EXAMINATION : A formal examinatTon was not administered ^ Diane, 
consistantly protruded the tongue during attempts to verabliz*. Sher 
periodically was noted to grind Her- teeth as^she- attempted to.vertJalize. 
Reports note that s.he has difficulty eating and chokes easily. 

C. SPEECH AND LANGUA GE: Verbal izations^ either spontaneoMS or as 
receptive identifications^ consilsted^of the' low intehsity qtterance 
/haiy. It was noted that nasal shcJrting accompa'niled'^breathing and an 
occasional verbalization. Receptive identifications of bbjfects anB 
pictures were tiot clearly noted* Due to 'the extreme involvement of the 
arms and hands it was difficult to measure identifications. Imitajtive 
•oral, movements necessary for production of the bilabial phonemes /p/' 
and /b/ were not exhibited by the subject. Diane remained attentive 
during the examination and attempted*to carry out all commands made by. 
*the exaftiiner. . ' * . * ' • * , 

' * * * . .'"^ * 

SU^f1ARY AND DIAGNOSIS ' ^ ' . ^ 

^ ' • * ' ' 

Diane exhibits oral function which is extremely reduced due to Her s 
present physical .condition. She.'pr^ser\ts herself as a cerebr^al palsied 
adult with undifferentiated speech pr langauge. Her fine and Qfross ^ 
motor functions are limited. Diane does *exHib1t a very ppsit/ve . 
willingness tp. attempt speech and m6toric t^sks, ^ * 

RECOWEHDATIONS . , 

1. It is reconmended that Diane recei>/e weekly speech titerapy; twice 
a week if possible.' j • 
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-Therapy should be geared toward increasing Oiane^s voluntary contVol - . £ 
< qf her posture and motor functions of her handstand ams. Oral ir 
• ; mobility reUted to specific productions of phoffrihre^S"ShoiSW be 
styressed. *^ ' ^ ' ' 

3. Diane should be encouraged to build a pho/iemic Inventory Which would 
f^ciHtite her cpramuni cations in the immediate, envifonrnpnt. 



STUDENT CLINICIAN ' * 



^ _. - . ^ ^ 

% • «■ . ' . ■ • . ; V* • • 

SUPERVISOR . „ ^ ^ ' . " 



cc:^ Hospital Administrator-. ^ >' , I . 



LESSON PIAN 



Client: .\Oiane ' \ Supervisor: 

Date: V|/l, 4/3 . ' M Diagnosis: Cerebral PaTsy, Non-Verbal 



Clinician^ 

\ - ,1 • ' ; 

^onq Ranged; Goals . | ' ^ . * 

To itnpi^ove the client's voluntary tnust;le control of* the upper/ 
extremiti^. ^ . ^ ' \ 

2. To buil^ iJ^iihonetic inventory within the limits of her physical' 
cafrttWlit^es whic+i satisfies hef needs for communication. _ ^ 

3. T£.estabitish an expressive motle: of communication. * ^ 

Jrtmediatfe Go^ls ^ ^ ' 

r~^r^ r - - . ^ '-^ — 

TS* To improvfe the posture of the upper torso. ^ ' , 

2. To improv^ ey^. contact during, tommunicajtiofi. ' 

3. To secure \the cliisnt's ability to approximate her lips-voj^untarlly 
to j^e couht of 10. • , \ . ' ' * 

X' Tq sec<<re ^he client's ability^to produce a graduate mouth-open, ' \^ 

,and.graduat\ed mouth-closed. * 
"^5. ^To desensitii^ze'the oral cavity.. 

6. \ To secure the client* s ability to move the tongue out voluntarily 
^ for a cofifrt .of 5. . * = 

Pro^dures : Mor^ay . . ^ 

1. Tte cliftijc^}i will assist with proper positioning of the upper torso. 

* ^Tljie clidnt will beverbally rewarded for periods of proper .positioning. 
Jn^ client will be encouraged to return to the proper posturing without 
assistance. |The trainee will help monitor posture during the session. 

2. T'he cliniciari will lightly tap the client on top of the head when 
the client fails to maintain' eye contact.^ the trainee will assist 
in reiftforcing this behavior. w 

3. The cllnicianj will assist with lip approximation and will LlWIfP'Ltf' 

^ 8 simultaneously. This* procedure will be repeated 2 , times i ^ 
3a. The client wiilt be ejicouraged to approximate her lips without / 
* assistance tq the count of"3. This procedure will be repeated 2 times. 

4. ' The client will be encouraged td gradually open her mcjth; the 

clinician will assist with the action. The client will then be 
asked gradually to close her mouth; the clinician. will assist. 

5. The clinitian will ,use his fingers to lightly bpush the client's 
teeth, gyms,; buccal cavities, tongue^ hard palate, lips, etc. 

6. The client will be encouraged to move the tongue outward from the 
oral cavity lin a voluntary fashion arid hold for the count of 5. The 

clinician Willi assist with the activity if necessary. 

, I a 

Procedures : Wednesday 
Repeat procedures 1-6. 
Conlnents: 
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Lesson plan ' ' ' f " * 

Cli^t: Diane : ^ Dates ef Thenapy: .July Kand 3 

Diagnosis: Cerebral Palsy, Non-Verbal , Clinician: 

Long Term GoaVs ' . '''^ ' ^ 

. * ,^ - . 

1. . Ta improve -voluntaVy control of upper extremities 

2. To establish voluntary irtusple control of prespeech activities. 

3. Td build a»phohetic inventory within limits of h&r physical 
. capabilities. • - 

"^orTTerm' Goals > * ' 



\J. To strengthen ^ye bli4[ik method of responding Jbo y€s-no questions, 
. 2. To strengthen oper^|pd cVesing mSith, and tongtrg. direction Mn o 

response to "do.thiv* and a •model. * ' v ^ ' 

•3. To strengthen imitative N^oq^ilizati on of /a/ and /m/,.aad tdt establish 
. • /b b b / ^mitatively . . ^ ^ t ; 



Procedures :' Monday and Wednesday 



1. To sTtrengtheiT- the eye-blink method Of^ respond i'ng to yes-ho questions, 
the clJjDician will begin and end each sessJOn with a feW questions' 

•which Diline will respond to by sigflJling one blink for "yes" and 
two blinks for "no'U The trainee will 4lso attempt to elicit this 
blink Response. • ^ji , 

2. To strengthen opening and closing the mouth ,'. and tongue direction, 
Diane will .be Isked.to open and clo^e her mouth imitatively, and ' 
then on, command without a model if pd^ssible, for, a count of 8-10. 
Frfr tongue movement and di recti pn, Diane will .be asked to'mo^e her 
tongue tn and out, imitatively and then on command, aod hold \% . 
in, out, left, and right for a count of 3-5 seconds, 

3. To strenthe,n vocalization, Diane wltl imitate /a/ 4n« /m/'.with 
assistance if necessary. She will, be itiraed to see how long she can 
hold phonation. The -trainee will assist wi1;h the timing. Then she 
will be asked to imitate /b b b /, with assistance. < 
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Htm: .Dian6 
SCHOOL STATUS: 
ADDRESS:', 



.CAtfFORNIA STATE UNIVERSITY, FRESNO 
Lang) age. Hearing and Speech Clinic 
: Fresrfo, Cajj^fornla 93740 

' FINAL SUMMARY 



TELEPHONE NUMBER: 
SEMESTERS IN THERAPY: 1 

CLINIC. SCHEDULE 

Sessions per week 2 
Length of 'sessions 30 mln . 
Number of clinical visits 2^ 

STATUS J\T BEGINNING OF PERIOD 



BIRTHDATE: 8/5/51 
CLINIC FILE NO.: 
DIAGNOSIS:. Cerebral Palsy: 

Non-Verbal - • 

DATE ^OF REPORT : May 24, 1 974 



Clock' hours of 1n1 dividual therapy 10 
Clock hours of group therapy . 
Total clock hours of therapy ' ^(T 



Diane Is a 23 year old female, currently residing at a^resno convalescent 
hospital. She Is dlagnased as having cerebral palsy with resultant 
spastic athetold quadraplegia/ Diane has athetold movements of the upper 
extremities. and spastic contraction of the lower extremities, Diane Is 
currently attending the Cerebril Palsy Day Care Center, Fresno, California 
on a dally basis. , * 

She is confined to a wheelchair and requires total nursing care, Diane 
has difficulty swallowing and chewing. Hi#d1et is soft and she Is 
medicated on a daily basis 

Diane was seerv for a diagnostic evaluation on 2/11/74. At that time 
D'lane communicated using facial* grimaces, an occasiotidl indistinguistiable 
' vtffcalization, and by using eye blinks to signify yes and no. Her oral 
t masculature ts cjiaracterized by spastic contractions, wfth little 
palatal movement, and reduced voluntary control of oral structures. 

SUMMARY JF THEBAPY J ' ^ 
♦t ' * 

The goals in therapy were: 

1) ^To improve the voluntary muscle control of the upper extremities. 

2) "To establish voluntary muscle control of the pre-speech adtivitles. 



105 



106 



•3) To build-a phonetic ''inventorjy witMn.the limits of her physical ^ 
, capabilities, ^ 

Diane exhibit? the ability to apprcwimate her lips and Hold for a coynt 
of ten. She is ,able .to employ a graduated open closing of the mouth * 
without- ass is ta^nce. Diane can smile hold for a .count of 3 W^'th-. ^ 
assistance... She can movo the tongue out, of the oral cavity and hold 
for a cdunl of 10 without assista^ice. ' She exhibits the*abi1pity to move 
the tongue out of the oral cavity then later,alize tg the* right and left, 
and hoi 4 for a courit of 2 with assv^tance. 

- Diane vocalizes an occasional . /no/ with artJicfjlatory proficiency. 
She doesjpot exhibit vol u'ht^ ry co ntraction of the orbicularis oris ^ 

" TTiasxr|e. ^Ke~d(5es not:,e>niTErrf~tRe'l^ 

^cavity necessary for the plosive phonemes. 

Confirmation of coifmunicatioifs continues £0 be made suing the eye 
blink method»,{one.b-1ink yes, two blinks no). 

RECOMMENDATIONS ^ ' . ' ' 

• — ; ^ — > • . • . . 

, It is recommended that therapy be cpntinued on the twice weekly schedule 
currently used. Therapy should move toward voluntary cohtrol of 

■ pre-speech activities. A prigram of suckfng, swallowing, and eating 
should be initiated in conjdnction with daily activities at the Cerebral ' 
Palsy Day Care Center ajid convalescent hospital staff.! Possible 
refinement of gross motor involvementvin the upper extremities could 
lead to establishing a language board' for the' purpose/of communication/^ 



Studient Clinician 



Supervisor 



cc: Hospital Administrator 
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EVALUATION OF tUNtGAL. COMPETENCIES 



APPENftlX E 



The following form^4|fas^j|s« td evaluate the student clinician^.' 
It lists areas tR^t the faculty fat XSUF have Jpund toibe' irr^)ortant for , 
clihical competence. The student* is. judged by his performance in each 
of the areas,, and by his performance when with the client, Kld-^emester 

I input-is located JLnJ:heJlCooitents!LSjexLt^^ 1. „. 

completed by the supervise.^ for each clinician at the end of each (. 

.clinical, semester* ' % 1^ * ^ 



CALIfORNIA STATE UNIVERSITY, FRESNO 
' £|epa^^tment,of Communicative Disorders 

, ■ - * ' 

EVALUATION OF CLINfCAL COMPETENCIES 



Student *Clinicfan 
Supervisor - 



1.. The clinician demonstrates/ Icrtowl edge, 
background, and tr ai ning i^the ^F1eld 
"of communicative cfiiorders/that is' ^ 




Midterm date 

'Final Date \ 



COMMENTS ' 



appropriate to the'prdile^ of the 
cTiertt wttK Whom he is v^rking. 

Knows^ understajfi(^s, applies^ 

. ; ^ adapts \ * / \ * 

Knows, understands, applies \ 

' Knows, r^f air /good / i^nderstanding,, 

. neWs constant consj stent 
assistartpi^^ apply and adapt 
__1 Knows, s^ understanding . . 

difficulty applying' even with * 
assistance 

^ fcimit^ knowledge, limited 

understanding 
/' 

The clin/cian will consider specific 
language, speech, and hearing problems 
according to the objectives of .the 
tota f rehabi 1 i tatipn program -and uses 
soiif^ theory in analyzing tasks. Into 
.cqf(^)onent steps,* establ^ishlng 
)Jectives and appropriate ^ 
/reinforcement sche'dtrtes. 



Uses procedures based most of 

time on relevant rationales 

Plans procedures consistent 

with reinfof'cement 

Js not sure how t# reinforce * 

desired learning' and behavior 

Has little understanding, - 

reinforces undesired learnings 

and behaviors 

Has limited understanding 



3. The clinician will demonstrate competency 
in selecting appropriate diagnbstic and| 



evaluative tools (by includiog 



^ c 
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' ^M^rmatiort from case hmortesO 
.;to as^sess the cliant^s problems, an{i 
can administer and ?nterp«it these 
in thfeJJierapeutic planning 
. ' process!* - " J * 

, ' ^4 . ,tan put Speech, language, and . 
hearing prob1t:ms in terms of 
tc*'^ ^ 'imitation based ^ 
0' . icZ^valuajtive 
t f . ^ 

UndferstaiWs - tnf oHmtlon 
> gained froriUi agnostic/ . 
eYal uatHvy process |md^ ^ ^ ^ 
/attempts to implement. in the 
Motelnrehabil^wtiffn process. 

AttemptiS^^b understands 
, ioformat^Ton btlt needs^ ' 
' ^,superv4sfon injmptamentinj* . 
""the' informajiion in\he i 
Jre)ii^ili^iion*^process^ , \ 
_ %s IJmitfed ufider&tandnng, 
And requires' (haxifhum. j 
' 5uperv4s;ion ^ ^ ; 
Cannot -see the problem in/ 
appropriate prospective and 
cannot follow ditect 'super- 
^vision i 

. "4. Thj^^inician will demonstrate his 
. f ' ability to utilize academic 
. resources in planning and ^\ l 
, implementing therapy. ^ 

Searched OMt multiple 
referendes^independently 
Uses texts, class notes, 
assigned jresdurces 
j;; Re'ids ass^ign64 resources arjd * 
can use^for pTSnning wjth . 
some assistance , ^ 
l^ad^ ^ome assigned respufces\ 



V ' has dlfJflcu'Jty rejatfng'and 
r ' using even wHh assistance 

r ^ ^ ^ Might use a resource . 



X ^5.J The clinician wi5i demonstrate his 
- • V knowledge of riferi>ltrfto6edu^es^ 
following^apprgpriate steins whei^ 
r^eed for assfS«itnce or consul tat;i^ 
. ' _ is. evident 1iLthe,^hild*s |)eh4vi-6K 
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J Is alert to extraneous 

pVoblems manifested by the 
clfent and suggestions for 
specific procedures to 
follow to confirm or deny the 
suspicions 

jt Questions if Vll the problems 

are being observed and if the 
' » needs are being met and 

, questions how to proceed with 
referrals . y 

Would follow procedures for 

referral if needs were poTnted 
out / 

1_ Has limited ability to see 

needs and fallow referral/ 
•procedures eVen -after tbfey 
, have been pointed out 7 , 

tannot fol^low up referral 

. procedures or see the needs 
after they have been pointed- 
• ' ^ out^ , . , 

V 

6, The clinician will de^tribe the ' 
therapeutic program' with 
. appropriate procedures for each ./\ 
Dbjec^ive. 

#4 

J. Outlines long-range semester 

- goals a; well as short-term 
objectives with appropriate, 
sequential consistent tasks 

Outlines,. objective^ a few weeks 

. in advance with appropriate, 
sequeixtial steps most of the 
time vJ. , \ 

: Outlines objectives from 

session to session usually 
' ,appropriat*>but not always 
,f sequential N 
\^ Outlines objectives for 

individual activities a,t times, 
sometifnes appropriate, not 
. usually sequential 

. OutlineiTuncle^r objectives - ' 

• ,^ not usually appropriate or 

sequential ^ 



The student will demonstrate his 
ability, to gain the confidence of 
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COMMENT 



8. 



client and family by creating an 
atmosphere of open cofrmuni cation 
regarding the purpose of clinic and 
clinical pK)cedure. 

Listens, reflects, and 

expla^ins therapy in 

appropriate terms- 
^ Listens and attempts to " 

explain therapy 

Attempts to listen but is 

often judgmental and 

inconsistent in explaining ^ 

therapy 

Keeps the client at a 

distance and is defensive about 
explaining therapy 

Cannot relate at any level or 

explain his therapy 

The cliniciain will demonstrate his 
ability to continuously evalute the 
client's response to therapy through 
an on-going assessment of methods, 
procedures, and tasks. 



Alters plans relat^v^ co 
weekly evaluation - results, 
observations, impressions 
relative to specific 
objectives and procedures 
S.hows concern about 
effectiveness but has 
difficulty altering 
Considers efficacy of program 
only after problems are 
pointed out 

Has limited ability to alter 
plans even after they are 
pointed out 
Cannot alter plans or 
procedures or accept the 
errors in therapy 



9. 



The clinician will demonstrate use 
and manipulation of materials and 
equipment within the clinical setting 
and make appropriate "out of clinic" 
assignments for "fql low-up" therapy. 
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• • Is always ipiaginative, 

effective, and captivates the ; 
interest of the client 

Is usually effective and 

sometimes imaginative 

Is often not appropriate to 

the procedures and/or client 

Consistently^ uses too many 

or Xoo few TOteriaT%^' 

: ^ Cannot create - no 

^•imaginative materials - 
^ totally inappropriate 

The clinician demonstrates fTexible 
clinical behavior through his* ability 
to revise procedures to adapt to 
spontaneous situations that arise. 

__ Is' skillful in "on^he-spot" 
. adaptation 

Can change procedure and still 

pursue stated objective 

Has difficulty when he departs 

• from. written plan 

Ignores situation and '^sticks" 

to the plan 

Cannot see spontaneous 

situations and can never 
change procedure 

The clinician will provide maximum 
opportunities for the client to 
assess his own progress during 
therapy sessions by keeping ' 
appropriate charted records of 
performance. This assessment should f 
be at appropriate intervals and 
objective in nature. 

1 Strives always for maximum 

client participation and sefs 
the ground rules for 
"on-going" regular client ' 
assessment 

Maintains client participation, 

but assessment is conducted 
only session by session 

Tends to be underprepared ir^ 

client involvement and is not. 
always consistent 



Is not prepared to involve 
the client in assessment of 
progress . 

Client is incidental - never 
involved in ass^essment 



The clinician will demonstrate his 
ability' to write clear sipnary 
reports which are specific and useful 
ta teachers and other professionals. 

Uses precise, professional . 

terminology;^ includes 
specific recommendation for 
total rehabilitation program 

^ Reports' with some lack in 

clarity; no s>pecific 
:^ observations included^ 

^ Writes general reports witii 

marginal number of 
recommendations, no / 
observations 

Wrftes jumbled, disorganized 

Not relevant - unable to 

^llow recomnendations 

The clinician will demonstrate 
competency in making judgment for 
therapy and referral by. differentia- 
ting between clinical observation 
vs. personail impression; clinical./ 
insight Into. nature of client's . 
problem vs. personaVfeelingj about * 
What "might" be the problem; andj* 
valid recomm^r^ations vs. invalid 
recommendations. 

•A Can ase/ ;[nfowTiation from^ 

^ 7 results novser/ations, 
/- ^.i^upervisw^'s comments, ^ 

teacher's notes and 
t impressions, and personal 

'information from children, .anftf 
'make judgments and appropriate 
.recommendatfons about the 
• client ' 

Is methodical in procedure to 
gain^inforination about client 
but is sometimes reticent to 
make Judgments and appropriate 



recommendatiortl about client 

; Experiences difficulty- in 

relating all information in 
the total rehabilitation^ plan . 
''or the client 

Consi stently -mi si nterprets 

' information and cannot get 

"on target":with the cliervt 

Makes no attempts to get 

infofmatiSn together about 
client and is unable to make 
judgments and recomnendations 

I 9 

The clinician will delronstrate 
professioBal behavjor by dispretiori 
in discussion of clinical matters 
and by pynctuality in meeting 
clients and assigned. deadlines. . 

^ Meets assigned deadlines .» 

promptly and wtth\all 
materials/reports prepared; is 
• articulate «in discossing* 
client with professionals 

Has' valid questions and 

reasonsfor not meeting* 
deadline?;^ can discuss client *> 
with pjrofessionaU if leading . 
questions are^iyen. r 

Sometimes asks. for Extensions 

on deadlines apd delays 
starting therapy on time; " * 
reticent\to discuss:'client's 
^■problems with professionals . 

Often asks, for extensions anb 
^ seldom starts-^therapy on 
time - even abselit som6times; 
avoids discussion of client's 
problems with professionals 

Does not (teet deadline dates 

ancf does so wi^h no-, 
communication with supervisor 
. or client; will not be , 
"pinned down" for a discussion 
' ^ of client's problenis |^ 

The clinician recognizes his own^ 
professional competence as well as 
hi S\l imitations and seeks appropriate 




-consultation and assistance-when 
necessary, * - ♦ 



J, Appears to always want to 
' imarove; consistently^ - 
y reoftfining Objectives,'"' goals, 
*^nd strategjjr; always f9Tlo«^s> 
thi^ugh* witfpsugqestions; a^^ 

• demonstfttes afn ij^quir^ina 
attitucte aboiit nis special-*- 

, field " . / \ 
'Usua^^ follow? througR wf.th 
^ suggestions that havej)^,; 
/given after he s.eel(fs,r^^\\ 

* consul tatl6n but is no1;i \^ 
always redefining goals^unless, 
he has-'^bfen so directec^by thel^ 

t supervfs-or; inquirinp atifltu4e^; 
evident only regarifing a 
rticuTar cljent wftK whom tie 
y be exper(|encirfg/ 
difficuVty \§^ therapy 
f.Must'be directed by supervisor 
4n a1> area's'-^f redefining 
goals, following throu^x on ^ 



16. 



- V suggestions, and searching ^ui^ 
' new information / * ■ 
Unabl^ to foUow through even 

* after supervisor ha€\made 
; suggestions and has limited 

* v^bility. ta search iOuf^ew^ " 
Approaches - / * 

Refuses^'any. suggestions mm 

never fallows .through In 
search for new approaches 

linician wi*H^etermtjfte the , 
to wh,ich*hT|^ own personality 
charicteristicS ^ntribute to 'the 
relationships wi^liin the Clinical 
malrrx^ i,#. cnnici an/client, . 
Q^inic'i an/parent, cl.inician/teachep<^ 
etc. . . * ^ ' 
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ERIC 




Has a sincere attitude! ancflk 
honest; approach fnj|jelp*^ng * 
peop^le ancj-can relatt to all 
persons irivolverfjn the 
therapy setting in a 
SiiDportive way while at the 
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1 



same time providing. 
. . opportunities for maximum ' 
ihdependence 

1^ Qlsplays sincere and honest 

attitude in dealing with* 
r persons In the therapy settlnj 
but has difficulty sometimes 
being appropriately supporMv€ 

J : Expr^ses interest b^t not 

^, always substantiated by an 

honest approach with persons 
/ Involved^vln the therapy 
setting but will changeMf 
'directed.by suj^ervisor 

1 Appears to B* "putting in Y / 

\^ , Jime" arjd persons Involved \x\{%^ 
y / therapy getting feel it . v. 
\ D€a«om<<ates a "tould care 
^ > > less." attitude 

The'cliniclaft will <l^^strate hts 
* ability to modify the behavior of 
client by structuring and designing 
tasks for suc9ess. 

' Uses appropriate techniques to 

control the behavior^f client 
and is able .to be as 
authoritaril^'^or permissive as 
the situation requires 
- — : -t - Seems to^have-gotfd control but 
has some difficulty swUchih^ 
from one approach" to the other 

Needs supervision in deciding 

how to approach thK^iscipline 
and needs modeling from the 
' supervisor regarding correct 
approach > \ 

\ Has diffiblty understanding 

importance of discipline and 
can't implement after modeling 
has been piresented ^ 

: L Refuses to become involved rnr 

client's befjavior and will not 
follow any irtodeling 

The, clinician will present 'hifcself as 
a modelHn terms of behavior J self 
discipline, personal charactad/fetics, 
and Expressive/ receptive language. 
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Has pleasant voice, excellent 
articulation ^nd language; 
grooms felf appropriately and 
not offensively, behavior 
above reproach 

Adequate vold^, artlculjgitlon, 
and language skills; personal 
grooming; and behavior 
Needs^maxlmum supervision In 
learning to be a good mode> \ 
Has a correctable 
conmunlcatlve disorder and/or 
lack of self-d1scl4>11ne 
Will not conform to the 
established suitable clinical 
'model 



Course Grade 



Kinds of Clients: 



1* 



Total Clinical <:iock Hours 

: .\ ■ .A ■ 

Semester In CHnto (circle, one) I 



Supervisor 



(Signature} 



Sti^derit 



r (Signature) 



f 
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APPENDIX F 



SUPERVISOR fVALUATION ^ 
The-student clinicians are also given aa opportunity to jjudge 
the supervisors performance. Each of the students is asked to' -rate a ^ 
supervisor and the^ total for each area is averaged. It is administered 
at the-^nd «f the semester by a staff secretary who types the harfd 
written coninents before submitting it to the Supervisor. ~ It is^p6d 
that thic becomes a learning experience and affords the opportunity » 
for continued improvement of supervision. 
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CALIFORNIA STAT€ UNIVpttlTV, FRESNO 
Department of ComnunicatTve Disprders' 

SUPERVISOR EVALUATION 



Name of -Supervisor ^ ^ 

Course ' - Date . i 

_5 . 

Rating, Scale: 1-2^ 3 - 4 5 6 - 7 . « - 9 

* • Very Poor ' Inferior Aver^age Superior Outstanding 

. 1^ Is the supervisor always willing to give advice* and direction? 

Z\ Is the supervisor understanding of the clinicians limitatiohs 

anfd inexperience?' V . . , \ 

3. Does the supervisor give needed reassurance even when clinician ^ 
makes mistakes? 

«^ 

4. Is the supervisor willing to give references and source ' 

material which ma^ be beneficial in planning? 

5. Is the supervisor helpfuL in giving "ideas for better motWat^on 

or strategy of the cl ient? ^- 

6. Do you or your supervisor agree on the criteria for assessing ^ 

your~cl1ai car abilities? 

7. Is the superviso^ sufficiently available to clinicians? ' 

8. * Is the supervisor flexible in^accepting clinicians' inoovations • 

in therapy? ^ ' 

9. Does the supervisor relate well with clinicians and with' ^ 
clients? * ' 

10. Does tfie supervisor gfve enough constructive criticlsnj? , ^ 

11. 'Is the supervisor punctual in turning back plans, reports,. etc.? 

f2; Does the supervisor provide informatigrf gainfed from , • 

communication with outside agencies when appropriate? 

13. Does- the supervisor deitionstrate clinical techniques when you 
are "at a loss?" r ' • 
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Certification & Credential- Programs / 
DEPARTMENT OF COMMUNICATIVE DISOI^DtERS 
^ California State University, Ipresno 




AUDIOLOGY 



AMERICAN SPEECKK 
AND HEARING^ 

ASSociA;i:idN 

CLINICAL 
CERTfflCATION 



CALIFORNIA 
LICENSURE 



SPECIALIST* 
> SERVICES 
1^ , CREDENTIAL 





kTHOLOGY. 







AMERICAN SPEECH 
AND HEARING 
ASSOCIATION 
CLINICAL. 
CERTIFICATION 







CALIFORNIA 
LICENSURE 






SPECIAL EDUCATION 
SPECIALIST 
CREDENTIAL 



^Pendinc liifiiiation 



r 

I 
I 

L 



3~ 

SPECIALIST* 
SERVICES 
-CREDENTIAL 



EDUCATION 
OF THE 
DEAF 



COUNCIL ON 
EDUCATION OF- 

THE DEAF 
CERTIFICATION 



SPECIAI, 
EDUCATION 
SPECIALIST 
CREDENTIAL 



c 



DEPARTMENTpp COMMUNICATIVE DISORDERS 
California State University, Fresno 
. "Fresno, California 93740 

Protessional training in the field of Communicative Disorders at Calilfornia State University, Fresno/is a 
five-year program incKiding at Jeast three ye9rs of ^ecialized course work. The fouryear undergraduate 
ai;triculum qualifies the student to obtain a Bachelor of Arts degree win Communicative Disorder/ and 
ulually. td acqiiire |the Multiple ^Subjects Credential to teach elementary children witfiout communicative 
disorders. However, a student* nejeds an additional year beyond the.B.A. to safisfy the requirements for the 
California ^Special ^ucation Specialist Credential and/or for certification by tfie national organizations in 
speech pathology, audiology, or education of tfie deaf * 

3 I 

Because J^yan {Ryart Legislation, 1970) credential programs qurrently^^uke completiort of the Multiple 
Subjects Credential, Comrpunicative Disorders' students are advised* to take the Natiqnai Teachers 
Examination (common sectibn) at the end of the first semester of the sophomore year or iiftmediately upon 
entering the program. The successful completion of the NTE and 40 units of geneVal education^courses can 
1)e substttu^ted for the 84'Unit»Xifeeral Studies Major required for the^Multiple Subjects Credential. 

* ^ " *' * 

S|^den|s who chopse^o do graduate work in Communic&trve Disorder's wiftiouvprevious backgrounti in the 
field 'wi!l be required to complete all prerbqi^isite courses pi^or to enrollment in coi\rses leac*ing to tHe 
graduate degree. The Schbol -of Graduate SUidies and «t^e Qi^^uate Godrdinator of tfie Co;pfiniunicative 
Disorders Department will send sl^ecific requirements *to interested studervls? 

Jhe following pages ^ indicate the sequence (^courses designed to prepare ^e Student for credentialing 
and/or ^rtification in Communicative. Disorders. The student is directed to the Genera/ Catalog, which can 
be obtained by ^endiqg $f.65 to the Ac^issions 'Office,'' for full descriptions of courses indicated' by 
number in the outline. An application for admittance into the Communicative Disorders Department wil^- 
_te sent upon request to tfie Admissions Office. Further information about the program is avaUrible by 
writing to th<^ Coordinator ot Undergraduate. Advising 9nd Admissions in care* of jthe Communjca|ive 
Disorders Department . o . ♦ ^ - 
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^ 'FECIAL EDUCATION SPECIALIST CREDENTIAL PROGRAM"* tor Communication H^ic^)fMd 
\ Department of Communicative Disorcfm 

7 ^ ^ ^ • California State University, Fresno 

\ ^ ' u Fresno,;California 93740 . • 
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fJJAUUATt STATUS 



tlMICAt)0« MOUtnt 

MNftTf'MAUMtl) 

<MCN*lUl«0( 



LttC HfSTOAT 




3 ^NYnvlDtNT 



T ASMtt»0^ TO 
COMMUW«CA TlV rOlfM PC AS 
CAtOCMtlAi moMAM 



i 



AVfAA6f 7% 



AaUNCEOfCniM,*' 
IMi COKVtCTIOM 



HHifNCUAAAPKE 



$^«CHCiEAAAI«CE 



E NO i ISM MO r IO(NC V 



^WAinXMAl 
OATlmS 



AUtOfelOGII ATHMA ^ 

INIKNHICtlKXld}) 

L ^' 



A«f Nil or UNMIO t * 
^ , ^tttUWAilOMUCT 



.>«OM»Atit ^ 
CNAIiat l# MMVtCt 
VirtRAM ' 



V » 



sweets Of TtOMHt 



TflAM 



'COMriSttCOMM 

1ENCV mcofli 

COWtMMlnkTtON 
NAWfRAmO 



BACHtlOnOf An>$tN 

coMMuNtCATivi dtK>no(ns 
WlTHMUltirif iuvjfcts 
CnibCNTtAl ^ 



THf STUOCNTWItH A tACHCiOn 
OF AATS OA aACHSlOrOf 
SCIfMCI OfCKIf (NOT.IM 

coMMUnHcMTtvf otsonocns) 

• tiAS TOCOMHCTI COM M^Oni 
■ NO 4 INTHV rolNTinvfM 



i r 



4 'EMTIIVPOIWr 



ONSAMAOf . 
COMMiWtCATKM 
HANOlCAPfID 
SffCIAil/ATiOfl' 



V 



OIAP AfiOStVCAIiV 
HA|lOOf MSAUmO 



AMASl€/S«Vlfll 
on A I i.AIMUAOf 
HANOtCAPfta 



I 

COMMUNICATIONS '' 

HANOKAmO 

SflCIAifTV lOlAf 

•ilNOIOmntDAT. 

OTMCftUNIVSnSTTtiS 

(j^fflDXlMATSiWtl 

AOOITIONAi tMIITSt 



COMMUNICATIONS 
KANDICAmiO 
SMClAltST CKIMN^ 
TlAi • 



'i 



MASTS M-S Of«fc»tf' 

CpMMUNlCATtVi 



S INTttVPOMTT 



HUVINTIH AiiAMiAS 
or COMMUIHCATNM 
HAWOtCAmO SIMUi 
TANtOUSiV 



ONCOMO 
iVAiUATKM 
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RYAM CURRICULUM: SPECIAL EDUCATIOIVJ SPECIALIST 
IN 0PMMUNICATION><ANDICAPPED 

Deaf and Severely Hard of Hearing 



PRESHMA^ 


SOPI40MOBE 


JUNIOR 'I 


. SE^NIOR 


GRADUATE 


ISuntts 
Gtnenl ' 
Education 
or 

i i Liberal Studies ' 
Maior 
(Credtritial) 


Gen Ed 4 
Health : 3 
Hist Z 
Poly Sci 3 
Ling 134 ' 3 

Ife 

Take NTE (Commons 
Section; Prerequisite 
for E.Ed 132B) . . 


E. Ed 100 2 
E.Ed 105 3 
AS/CD 114 3 
JCO 131 3 
.CD 128 1 
CD 163 ' _3_ 
' > 15 


CD 162 3, 
CD 164 3 
E. Ed 120T 4 

C CO io£o D 

16 

Appty for Generic 
Student Teaching 


C6 232 3 
CD 262 3 
CD 263 3 

C D 211 _3 
15 

Appl^V ^or Student 
Te&c-hina AS* 1648 


18 units 
General Education 
or 

L^Mral Studies 
' Mejor 
(Credential) 


CD 121 3 
CD 100 3 
CD 104 3c 
CD 10Q 1 
CD 107 1 

Elect ives 5 

16 

M necessary, retake 
N^T E . obtain 
'clearance from 
School of Education 


^ Ed 156 3 
AS/CD 116 3 
CD 132 4 
CD 036 3 
CO*135 _^ 

16 

Apply for Student 
Teaching. E. Ed 
1328 


CD 260 3 
CD 260 2 
CD 137 3 
E. Ed 1328 _6 
. 14 


CD 267 3 
CD 268 6 
fi^ 1648 _6 
15 

This semester is' subject to 
departmental revision 


Summer 
Elective 3 


Summer 
Thesis Project 3 
or 

Comprehensive Exam 0 



The program out/med above Jncfudes all requirements for nationat certtftcatton by the Council on Education of the De*if 



FRESHMAN 



18 units 
General 

Ec|u cation 
or 
Liberal 
Studies 
MajoAr 

(Credential) 



18 units 
Generar 
Education 
or 
Liberal 
Studies 
Major 
(Credential) 



Speech and Hearing 



SOPHOMORE 



G.E.or L.S.M. 
Amer Hist 
Heaitt) 
Pdy Sci ^ 
(U.S Const.) 
Ling 134 



3 
_3 
16 

NTE (Commons 
Section: Pre- 
requisite for E. 
Ed 1328) Obtain 
clearance from 
School of 
Education 



E. Ed 100 
E. Ed 156' 
E. Ed 105 
CD 100 
CD 102 
CD 107 
CD 108 



2 
3 
3 
3 
3 
1 

J. 
16 

If, necessary. 
r^take NTE • 
sign up for 
Itudent teaching. 

option Mi. ^ ^ 



JUN[OR 

cd Toi^ 

CD 104 
E. Ed 120T 
(Curriculum]l 
E.Ed 1328 



3 
3 

4 

_6 

16' 



Speech 8t Hearing 
Therapy Courses 

Required ^ 
CD 105 3 
CD 106 3 
CD 112 3 
Pre^linic 
Screening 



CD 131 
CD 128 
CD 114 



3 
1 
3 
16 



SENIOR 



CD 132 
CD 111 
CD 130 - 
(50 hours) 
CD \l6 
Elective or 
CD 136 _2 
15 

Sign up for 
Generic Student 
Teaching 



CD 130 

(50 hours) 2 
CD 205 or 
CD 11Q 3 
&. Ed 1328 
(Generic St. 
Teaching) 6 
Elective or 
CD 136 3 
CD 230 

(Hearing) 1 

p, 

15 

P r e ' s t u den t 
teaching screening. 
Sign up for CD 
student teaching 



GRADUATTE YEAR 



CD 230 . 
(50 hours) 
CD 110 or 
CD 205 
Select Courses 
From: 
CD 210 
CD 213 
CD Z14 
CD?15 
CD 206 
CD 232 
(If M.A.: CD 299. 
Thesis; or CD 298) 1 



CD 207 
CD 220 
CD 211 
CD 133 
Psych 177 



2L. 



Select Graduate 
Courses From: 
(List as above) 6 
CD 209 1 
AS 164 A ' 4/6 
(<)M.A.:,CD299. 
Thesis; CD 298) _5 
16 



M.A. 



Complete 
Course 
Work: 
CD 230 
CD 298 
CD 299 

NTE: 

Sp. Path 



Suggested 
Elect ives: 

Sp 162 

Sp 160 
Ling 243 
(Syntax) 
Psych 149 
Psych 205A' 

RC 212 
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RYAN CIJRRICULUM: SPECIAL EDUCATION SPECIALIST 
IN COMMUNICATION HANDICAPPED 



Aphasic/Severe Oral Language Handicapped 



FRESHMA^^ 


SOPHOMORE 


JUNIOR 


SENIOR 


GRADUATE VFAR 


M A 


18 units 


G.E. or L.S.M. 4 


CD 101 


3 


CD 132 4 


CD 230 2 


Complete 


General 


Amer Hist 3 


CD 104 


3 


CD 111 3' 


CD 1 10 or 


Course 


Education 


Health 3 


E.Ed^120T 




CD 130 


CD 205 3 


Work: 


Of 


roiy SCI 


(Curriculum) 


4 


(50 hours) 2 


Select Courses 


CD 230 


Liberal 


IU.9. Const.) 3 


E. Ed 132B 


6 


CD 1 16 < 3 


From: 9 


CD 298 


Studies 


1 inn ^tA 'i. 




16 


CD looT* or 


CD 207 AS 245 


CD 299 


ivio|or 


16 




CD 1 Jq 3 


CD 214 CD 133 « 


NTE: 


|\«r VUVilIlol f 


NTE (Commons 
Section: Pre> 
requisite for E. 
Ed 132B) 
Obtain clearance 
from School of 






15 

Sign up for 

Generic Student 

Teaching 

* Language for 

the Aphasic 

^niiQ 


CD 232 CD 213 
CD 211 Ling 243 
CD 220 Psych 177 
AS 242 Psych 169 
III nri.M.. \AI £TjTa, 
inesfS, or ^aoi i 

1 0 


Sp. Path 


18 units 


E.ldlOO 2 


Speech & Hearing 


CD 130 


Select Gr&duate 


Sug^ted 
Electi^s: 


Get>eral 


E. Ed 156 3 


Therapy <;ourses 


(50 hours) 2 


Courses From: 


Education 


E. Ed 105 3 


Required 




CD 20&or 


(List as above) 6 


Psych 149 


or 


CD 100 3 


CD 105 


3 


CD 110 3 


CD 209 1 


Soc Sc 205A 


Liberal 


CD 102 ^ 


CD 106 


3. 


E.Ed 132B 


AS 164A in aphasic 


RC 212 


Studies 


CD 107 1 


CD 112 


3 


(Generic St. 


class or-with severe 




Major 


CD 108^ _1 


Pre>Clinic 




Teaching) 6 
CD 188T* or 


oral language handi- 




(Credential) 


16 


Screening 




capped children 4/6 






1 f necessary, 


CO 131 


3 


CO 136 3 


(IfM.A.: CD 299; 






retake NTE - 


CD 128 


1 


CD 230 


Thesis; CD 298) _S 






sign up for 


CD 114 


3 


(Hearing) 1_ 


16 






student teaching, 




16 


15 








option Ml. 




Pre*student 














te^hing screen- 
ing. Sign up for 
CD student 














teaching* 

^Language for the 


























Aphasic Child 








TENTATIVE CURRICULUM: ASHA CERTIFICAT 
OF CLI-NICAL COMPETENCY 



Audiology 



FRESHMAN 


soph6more 


JUNIOR 


SENIOR 


GRADUATE • 


18 units 
GtiMrat 
Education 


Gan Ed 4 

Am Hist 3 
Poly Sci 3 
Ling 134 / 3 
Elactiva __3 
16 

*Raquast admission 
to tha Oapartmant 
of Communicative 
Disorders 


CD 101 '3 
CO 102 . 3 
CD 104 3 
CD 131 ' 3 
CO 128 1 
Psy 101 3 

16 


CD \Z2^ 4 
AS 153 3 

com 3 

CD I'M 0 

Elective _2 
15 


(See Graduate Catalog) 30 
units graduate program 

(1) CD 218 or Statistics 
- ^required 

(2) 300 clinical hours: 
, 150 at graduate level 

in appropriate 
categories 


18 units 
Gantrat 

Education 


1 CD 100 3 
C0 107 1 
CD 108 1 
Sp 160 3 
CD 114 .3 
Elective ^ 6 

17# 


Speech 8i Hearing 
Block . 

CD 105 - 3 
CD 106 * - 3 
CD 112 3 


CO 136' 3 
CD 205 3 
CD 250 2 
Psych 103 3 
Electrve 4 

15 




CD 133 3 
Elective _3 

15 



FRESHMAN 


SOPHOMORE 


JUNIOR 


' cbT32 

CD111 3 
CD 130 y2 
CD 110 3 
Elective 6 
18 


GRADUATE _J 

(See Graduate Catalog) 30 
units graduate program " 

(1) CD 218 or ^Statistics 
required 

(2) 300 dinical hours: 
.150 at graduate levQ} 
in appropTiate 
categories 


18 units 
General 

Eduction 


Gen Ed 4 
Am Hist 3 
Poly Sci 3 
ting 134 3 
Efective ' 

ia 

* Request admission 
to the Department 
of Communicative 
Disorders 


CD 101 3 
CD 102 3 
CD 104 3 
CD 1 16 3 
Psych 101 3 
Electrve 3 

18 


18 units 
General 
Education 

1 


CD 114 3 
CD 100 3 
CD 107 1 
CD 108 1 
Psych 121 4 
Sp 160 3 
Elective 3 

18 


Speech & Hearing 
CD 105 3 
CD 106 ^ 3 
CD 1 12 3 


CD 130 2 
CD 205 * > 
or CD 110 / 3 
CD 230 

(Hearing) 1 
CD 136 3 
Electrve __7 
16 


\ 


CD 131 3 
CD 128 1 
Electrve. ' _Z 

16 
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DEPARTMENT OF COMMUNICATIVE DISORDE*RS • J*^ 

CD 76 Problems, in Oral Expressicn . 2 

XD 100 Principles of Commi(nk:attve Disorders ' * 1 ' ' * 

CD 101 ^ ^ Phoi;etics of American Cnglish , ^ s • - 3 ^ 

CD 102 . Psychology of Speech ar^ La;iQMaga Peyek)pme^ - ^ ^'^ ^ 3 

CD 103 Management (^Communicative Disorders . *^ , ' 3 

CD104 ^ ' ' Physiology and Anatomy of Speech' and Hearing Mechanisms ^ 3 

CD 104L - Physiology and AnatomV Latx)ratpry - ^^r* ) 

CD. 105 Voice^and Articulation Disorders ,v 3 

r CD106 t ♦ ^ , Seminar in^utterifi^ t i ♦ • « 3 

CD ;i^07 * Field Experience in Communicativet]^isotders:^Speech.Pathology 1-3; max 3 

CD 108 Field Experi^nce'irT Communicative Disorders: . ' \ » ' 

' EdvKation ci!f the Deaf ^ 1-3; max 3 

CD 14j(L Diagnostic Procedures ^ . ^ ' * 3 

CD 1 1U ^ , Neurological Jind Physidlogical Gkasis of Speech ^ 3 

CDt112 ^ Maaageni^nt of Language^Disorders of Children ^ V - . ' . ' * ' 3 

CD 114 / Education of Exceptional Children ' . .3 

CD 1 16 ^ Prescriptive and ItidividuaMzed instructiori ^ - • ' *^ ^ %^ 3 

CD12t^^ Language AcqMi'sition ' ^ . . ' 3 

^CD128 Observation in Communicative Disorders: Audiolegy . . ^-3; max 3 ^ 

CD 130 ^ ^inicc^ Practice in Speech and Hearing .Therapy ' 1*3;max 6 

1CD131 Pnnciples of Audiqlogy^ .. . ^ 3\ 

JCD132 * ' Aural RehAilttatSoh ^ ' ^* . - * ' * 

CD 133^ 'Audiometry *^ . / . . V. < * ^ ^ . 3^ 

C^13? History, Educatiorl, and Guidance of the Deaf . ' 3 

C^i36 Manual Comrnunicatioh f^r the Deaf ' 3 

CD 137 Psychology of Deafness - 3 

CD 160 Clinical Practice in Education of the Deaf 2; max.6 . 

CD 162 ^ Speebh for the Deaf ; ' ' - , 3 

CD 163 . Languaiie for the Deaf ^ / 3 

CD 164 ^ Elementary School Subjects for the Deaf 3 

CD 188T ' * Topics in Communicative Disorders , ' 1-3;ni«(6 

*CD190 . Independent Study * \, 1-3;itiax6 

/ * 4 

/ 

• / . . . 



/ 



/ 
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Graduate courses 



CO 205 Functional Speech Disorders in Children ^ . ^ ^ ' ^ 3 

CD 206 , ^mmunicetion Dii^orders 'Articulation. (Phonemic) 3 

CD 207 ^ " . Dysphasia in Adulu ^ / ' * 3 

CD20A ^ Speech-Hearing in Public School Environment ' t 

CD 210 Seminar in Stnictural Speech Disorders 3 

CD 211 Programmed Insyuction . r 3 

CO 213 Seminar in-Neurological Speech Disorile^ 3 

CD 214 Seminar in Language Qisorders of Children * ^ ^ 3 

CD 215 \ Seminar in Voice Disorders^ , 3. 

CD 218. . Research l\tethodo)ogy iri Cc^municative Disorders * , -3 

CD 2'20j^ Communicativ.e Disorders of Second Language Usage 3 

CO 228A Observation in Commuriidative Qisorders! Speech P^thol^ 1; max 3^ 

CD228B ^'Observation in Communicative Disordefs: Aucfiplogy ' ^;mwi3 

CD 228C ^ Observation in Communicative Disorders:- 

* ' * 

Education of tfie Deaf ^ ' . , 1;maK3 

CD 230 Advanced Clinical Practice in Speech and Hearing Ther^y 1-3; max 6 

"€0 231 • :i 'T.^inar in Audiology ' \: ' y 3; max 6 

CO 232 * . . Seminar in Differer\^ial Diagnosis of Auditory Disorders in Children - 3 

CD 233 . ^ Seminar in Analysis of Hearttig Aids. , * 2 

CD 234 .-Seminar in tndustrhil^Audiology . • t ^ ' 2 

CD^O * Advanced Clinical Practice, Audiplogy 2;max^ 

CD26P ' Advanced Clihieai Practice, Education of the Deaf 2; max 6 

CD 262' ^ SeminaFti\SD^h for ttie Deaf 3 

CD 263 Seminar irtUnguage for Ihe Deaf ^ ^ ' ' 3 

CD 264^ ^ Seminar in Eli^entaty School Subjects for the Deaf 3 

*CP 266 4nstnictiona'l Strategy and Technology for the Deaf \3 

CD 267 Supervised Instruction With the Deaf 3 

CD 268 ^ternshipWith the Deaf . 6 

CD 270 Seminar in Organization andManajement^^^ 3 
CD 290 ^ Independent Study ^ ^ ^^J^max^see^ference. 

CD 298 rlhdtvidual or Group Research Project ^ ' 2; max 4 

^CD299 Th^ls 1-6; max 6 

. *Thts sourse utifues alh fadlities of the Anna Michdson Memorial ln$tructional Media Center for the Deaf 
which functions within the Department of Communicative Disorders. This center is the only one of its kind 
in the U.S. and is designed to educate future teachers of the deaf in the selection and production of media 

materials and equipment , • 
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SUGGESTED ELECTIVES 
Depar|ment of Coms.iunicative Discrdr.rs 

t 



, Phy 155 


Neuroanatomy 


^hy 160 ' 


Neurophysiology 


Ling 131 


English Dialects* 


.Ling 142 


Phonology > . 


Ling 143 


Syntax 


Ling 147 


Bilingualism 


. Psych 103 


Maturity and Old Age 


Psych 124 


Perception and Cognition 


Ps^ch 125 


Physiological Psychology • 


Psych 126 


Language, Thought, and Culture 


Psych 155 • 


Developmental Psychology 


Psych *1 56 


Social Psychology 


Rych 164 


Humanistic F^chology 


Psych 166 


Abnomfial Psychology 


Psych 167 


Mental Retardation 


Psych 175 


Family Counseling 


Psych 177 


Behavior Modifii:ation 


P.E. 152 


Elementary School P.E. 


P.E. 156C 


Adaptive P.E. 


HS 220 ^ 


Seminar in Physic'al Handicaps 


Ph Th 133 


Physical Medicine and Rehabilitation 


RC 201 


Rehabilitation Counseling 


AS 170 


Learning Disabilities 


E. Ed 15jB 


Reading 


Nursing 188T 


Gerontology 
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